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HARDILY WORKING:  
 
STORIES OF LABOR IN A STATE MENTAL HOSPITAL 
 
KELLAN I. McNALLY 
 
 
ABSTRACT 
 
Nineteenth-century state mental hospitals across New England and the United States are 
linked today with images of confinement, forced treatment, torture, abandonment, and 
family separation. This project does not directly challenge those associations. An 
ethnographic study in medical anthropology, this study is based on three years of 
fieldwork observations and qualitative interviews with neighbors, townspeople, former 
employees, and visitors to the open campus of a decommissioned state mental hospital in 
Massachusetts. Excavated from that hospital’s annual reports dating back to 1896 and 
gathered from local memories and storytelling, this projects considers the central place 
that work once held in the lives of psychiatric patients at Medfield State Hospital and the 
place that idleness holds for patients living within today’s institution of community care. 
Participants’ memories track the shifting perceptions and meanings of mental illness that 
resulted once “industrial therapy” programs were ended in state mental hospitals. This 
inquiry describes the ways that the loss of work changed psychiatric patients’ experiences 
of suffering, promoting the use of new chemical treatments, accelerating 
deinstitutionalization, and catalyzing new patterns nationally of service utilization and 
psychiatric disability. From participants’ memories and the author’s reflections on 
clinical practice as an independently licensed social worker (LICSW) in Massachusetts, 
this analysis uncovers the social functions of staying sick within contexts of unequal 
vi 
 
opportunity and joblessness. This study reveals the complicated and punishing work of 
surviving and helping people survive across de-industrialized landscapes as mental health 
practitioners assist the disenfranchised by recasting social suffering into psychiatric 
illness with treatment-induced embodiments that simultaneously help to manage poverty 
and perpetuate risk within disabilized citizens.   
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CHAPTER ONE: INTRODUCTION 
 It was 2013 when I started going to Medfield State Hospital. That was ten years 
after it closed and no patients, nurses or doctors were left, at least not physically as 
people in town would soon inform me. Sheets of plywood painted red like brick sealed 
shut the windows and entryways to all the buildings. A young social worker, twenty-
seven years old, and practicing in community mental health, I worked with clinicians 
older than me who remembered when all the state hospitals started closing. They first 
started emptying out during the 1970s, discharging patients in bulk and often without 
coordination or much care. Then they closed up completely. In the early 1990s after 
Figure 1, Autumn from behind a female cottage. Courtesy of Kellan McNally. 
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Governor Weld took office, Massachusetts closed three state hospitals in quick 
succession: Danvers, Waltham and Northampton. In an effort to privatize the bulk of 
mental health services, the state started awarding contracts to non-profit “vendor” 
organizations that together formed the emerging system of care in the community. 
Alongside a dismantling Department of Mental Health, the non-profits began resettling a 
generation of institutionalized psychiatric patients into group homes and supported 
apartments, some who had been living in state hospitals for a decade or more. Together 
the non-profits formed a privatized patchwork of programs assuming the work of caring 
for Massachusetts residents with psychiatric disorders, except now “in the community” 
and outside the state hospitals. By the time Medfield State Hospital closed in 2003, state-
operated custodial mental health services had been reduced to just four facilities and 
about 600 longer term beds.  
 A social work colleague and mentor remembered visiting Medfield State Hospital 
during the months before it closed. Her assignment was to convince those few patients 
left, and who were resisting discharge, that a nice new group home was waiting for them. 
They just needed to come and see for themselves. Her tone seemed to intensify as the 
hospital’s last day got closer and closer. Now she was marching around the empty 
campus during the summer months and warning patients sprawled out across sunlit 
stoops, “Everyone’s got to leave. You have got to go. The place is closing.” Almost 
everyone decided to go into groups homes and some are more living independently today 
in apartments visited by outreach clinicians. Those few patients who outright refused 
placement in community care settings were transferred to nearby Westborough State 
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Hospital, where the persuasion efforts continued until that facility closed a few years 
later. One hundred and seven years after it opened, Medfield State Hospital officially 
ceased its clinical operations on April 13, 2003. 
Figure 2, Upstairs in the Building for Excited Males. Courtesy of Kellan McNally. 
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 One of my first times on the grounds, when I was still considering the state 
hospital as a fieldsite for an ethnographic study, I met a talkative boy who was maybe 
eleven years old playing on a skateboard behind the cafeteria. He spotted me and zipped 
over to ask what I was doing there, the spirit of a question I would soon be asking people 
over and over again a few months later once my graduate research proposal was 
approved. The grounds of Medfield State Hospital are open to the public today during 
daytime hours. Anyone can come and can move around the campus, photograph the 
buildings, metal detect, touch things. You can even press your ear up against the boarded 
doors if you dare. Entrance into the buildings without special permission is strictly 
forbidden. I only went twice into buildings on the campus and always with the 
accompaniment of the Hospital Groundskeeper who became one of my key informants 
and friends.  
 The skateboarder told me he lived nearby, pointing across the campus to a 
neighborhood close to the hospital and just visible through a tall line of white pines. I 
asked him what it was like to grow up so close to a closed state mental hospital, whether 
he and his friends played up here together, and if he had ever come at night. The boy then 
shared a story from a few years back, perhaps around the time that he and his friends 
started playing out late into the summer nights. He remembered one evening just after 
dinner and as the sun was setting his dad called for him to come quick into the backyard. 
He hustled downstairs from his bedroom and, once outside, found his dad at the edge of 
the backyard. The boy said his father told him to come over and listen to the sounds 
coming through the woods off in the distance toward the hospital. Sharp piercing cries 
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like a crank siren choking for air. The boy said that his father told him these were the 
screaming sounds of women and then ordered him to never go to the hospital at night. 
Maybe they were spirits and ghosts or tortured souls, but whatever was making the noise, 
the boy said he was afraid to go to the hospital at night and always stayed away.  
Figure 3, Sticks and stones. Courtesy of Kellan McNally. 
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 Some months later and with my research proposal cleared, I started visiting the 
hospital more often, sometimes twice in a week if there was a meeting of the Medfield 
State Hospital Master Planning Committee or another event in town. During this first 
year of fieldwork the people of Medfield, Massachusetts voted to buy the state hospital 
from the Commonwealth for $3,000,000. Their purchase attracted locals to the campus, 
many who came with their dogs and teenagers to walk around the empty campus, jogging 
or biking after work, chatting about their wishlists for the site’s future redevelopment. I 
drove to the hospital after finishing my shifts in emergency departments not far away, 
leaving voluntary and involuntary psychiatric patients crowded in beeping hallways and 
waiting for inpatient beds on acute care units to open up. It felt unreal to go from that 
environment to a closed state mental hospital that, at its peak in the 1940s and 1950s, 
held some 2,200 patients and functioned almost entirely by relying on what it could 
produce and do for itself. An entire system of care had changed in the course of a few 
decades.  
 My goal at first was to find out what attracts people to such a peculiar place as an 
old asylum and to other state hospitals all across the country. From urban explorers and 
paranormal thrill seekers, blockbuster films like Shutter Island, coffee-table photography 
books, survival terror video games with deranged nurses chasing after you with syringes 
to television shows like American Horror Story, state mental hospitals are a part of 
popular culture. And, while I am still not sure I can answer the bigger questions about 
what makes these places so fascinating for people, interviews on the campus of an old 
state mental hospital taught me things I did not know already and had not learned during 
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social work school and clinical training. I started to understand how this place made 
people feel both emotionally and physically, and in doing so I learned about the 
hospital’s history, peoples’ attitudes toward mental health care, and their beliefs about 
what it meant to be a patient then compared to now.  
 Within a few months of fieldwork, a web of relationships with participants began 
to form that allowed for a fuller inquiry into the emerging topic of work in the lives of 
patients with psychiatric disorders. To know anything about the history of Medfield State 
Hospital is to learn that patients did almost everything that the institution needed to be 
self-sufficient. The patients farmed and cooked and cleaned and even cared for each other 
when the World Wars were on. Townspeople and former employees alike began to share 
stories with me of patients hard at work and, then, of patients idle and restless. That 
contrast became a central tension in one interview after another. In Chapter Four, Sick 
and Able, we begin back at 1896 when the state hospital first opened to get a fuller 
appreciation for the ways that work was incorporated into the therapeutic experience of 
patients. That chapter follows the growth of work and industrial therapy programs within 
an institution that changed from being custodial asylum for sick and dying older adults to 
a proud treatment hospital responsible for the care and recovery of patients with 
psychiatric illness. Chapter Five, Active to Idle, Docile to Dangerous, looks at how the 
end of work therapy programs began a period of immense adjustment in the lives of 
patients and in public perceptions about what it means to be mentally ill. That chapter 
puts fair wage advocacy for patient-workers during the 1960s, and the end of work 
therapy programs in state hospitals that followed, rather than the introduction of 
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Thorazine, at the center of the national movement known as deinstitutionalization. In 
Chapter Six, Sickfare and Disabilization, I argue that extreme idleness resulting from the 
widespread loss of work in the lives of people with mental health diagnoses functions 
today within a social institution of psychiatric disablement that subsidizes those who 
suffer as well as those who become qualified to care for them.  
 Interviews with local townspeople who grew up around the state hospital and with 
former employees such as a Campus Cop, a Former Nurse, and the Last Superintendent 
help bring out the dilemma of this social problem. Photographs and archival data from 
the Annual Reports of the Medfield Insane Asylum and then the Medfield State Hospital 
assist in taking readers to the property and to a time when mental illness meant something 
very different. There is a great risk in romanticizing and glorifying this bygone era and I 
am careful not to suggest here that going back to the way things were then might 
somehow fix the problem of epidemic mental illness in the United States today. My hope 
is share from the stories I heard how central work once was in the lives of people with 
mental illnesses, not to suggest, at least not yet, another course. This analysis emphasizes 
that beliefs and perceptions about psychiatric patients and the technologies employed in 
their treatment exist in relation to a changing economic and political context. If not also 
to impact those who can control that context for the greatest good then at least for those 
whose bodies and abilities are casualties of its logic, I give this thesis.    
 I can say something more on the boy’s story about the women who scream at 
night. Not long after I started going to the campus I became friendly with a security guard 
whose main job was drive around the hospital at night and make sure no one was trying 
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to break into the buildings. He told me that every now and then he would find and chase 
away a group of backpack teenagers with a ouija board, flashlights, and a bottle of 
Bacardi, but mostly his job was uneventful. When he said October was the busiest month 
for trespassers, I started planning to ask if I could come on Halloween and go around the 
campus with him for a shift. He was black and Haitian American and I had questions 
about how he understood the history of this place in connection to his own upbringing 
and his beliefs about emotional suffering and mental illness. But by the time October 
came around the town had finished its purchase of the property and dismissed the state’s 
subcontracted security team.  
 Before we lost contact with each other he warned me not to come to the hospital 
at night. The real concern, he said, was not a spiritual but animal danger. Packs of 
coyotes roamed the campus at night. He said they were aggressive and daring and 
sometimes dragged a fawn from the woods onto the campus during the night. He also 
said that the coyotes sounded like women screaming, howling and shrieking especially 
when they felt threatened. The boy’s description of the women screaming started to feel 
like folklore told as a cultural echo in homes across the landscape. The story frightened 
the children to keep them safe from the real threat of coyotes at the hospital, and, at the 
same time, taught them to believe something about what happened to the patients there. I 
wondered if the neighborhood dads recognized the larger meanings upon which their 
clever approach relied. 
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CHAPTER TWO: BACKGROUND 
 The history of Medfield State Hospital presented in this chapter relies primarily 
on official reports from the hospital’s past. This is problematic because it omits the 
personal experiences of patients held within the institution. It is only over the past couple 
decades that “users and consumers” of mental health services, identifying as patients, 
peers, ex-patients, and psychiatric survivors, have begun to more visibly share their 
stories of treatments, of being helped and of being harmed, within the mental health 
system. Those voices are missing from this history. 
Figure 4, Postcard of Female Nurses’ Home. Built in 1903, seven years after the hospital 
opened, the female nurses’ home relocated the attendants’ sleeping quarters out of the cottage 
attics, allowing more patients to be added to the hospital’s rapid growing census. Courtesy of 
Abandoned Asylums.  
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 This chapter therefore strives to go beneath the level of institutional narrative and 
toward the stories of everyday life at the hospital. I did not find any diary entries written 
by patients or letter sent home. Privacy laws protect the health information of patients at 
the same time that they conceal the social realities from which entry into medicine and 
psychiatry occur. Any clinical records that might still exist today from the state hospital 
days can be destroyed after a period of twenty years in accordance with Massachusetts 
healthcare laws. For these reasons, this chapter highlights the everyday experiences of 
patients and employees of the hospital deciphered from within the official record of the 
institution’s annual reporting.  
 Annual reports of the Medfield Insane Asylum, then Medfield State Hospital, 
served as a main portal back to the hospital’s earliest decades and up until 
deinstitutionalization begins in the 1960s. Written by its trustees and superintendents, the 
annual reports tell the story of a place striving to uphold and adapt with the changing 
values of its time: order, industry, science, compassion, accountability. By following the 
movement of programs and people within this single facility, the story of Medfield State 
Hospital illustrates how mental health services in Massachusetts have changed over the 
past 125 years.  
 The recording of deaths each year in the hospital reports illustrates how going 
beneath the level of institutional representation offers a glimpse into everyday events in 
the lives of patients and staff. We learn from the reports that in 1923 a patient died during 
dinner choking on a bite of roast beef. Clustered together with other causes of death, the 
superintendent, Elisha Cohoon, MD, listed the incident in quick passing, an otherwise 
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routine cause of death that year: “accidental asphyxiation by bolus of roast beef being 
stuck in pharynx during dinner.” Beneath this medicalized script is the image of that 
tragic scene. We might imagine several hundred patients sitting at long tables in the male 
dining hall. The roast beef was served with potatoes, carrots, and onions, all grown and 
harvested by the patient-workers on the hospital farm. The hall was warm. An orchestra 
of clinking forks and knives on ceramic plates accompanied the sound of piano and 
obscured the gasps of the choking patient. It is 1923 and the Heimlich maneuver will not 
Figure 5, Female Tuberculosis Shed. Segregated by sex, tuberculosis sheds were built in 1905 to accommodate 
eighteen male and female patients each. The male shed has been since torn down. Townspeople familiar with 
the shed’s original purpose said to stay away from it, warning that active TB “germs” could still be alive and 
infectious inside. Courtesy of Kellan McNally.  
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be discovered for another fifty years. What happened next? When did someone notice? 
Did the patient die right there in front of his peers? Did anyone weep for him? Was he 
buried in the hospital cemetery or did his family come to retrieve his body for private 
burial home? Could they even be reached and notified? 
 Former hospital employees I interviewed — the Last Superintendent, the Nurse, 
the Security Officer, the Campus Cop — corroborated and contradicted sometimes 
fantastical tales from the hospital’s past. Later chapters introduce these informants, their 
impassioned connections to this place, and their complicating ways of talking about the 
hospital’s past. Participants were also, at times, informants on the history of the hospital 
and, as such, I provide limited excerpts from these interviews in this chapter to help 
create a fuller sense of the place. The sections that follow focus on tracking changes in 
the delivery of care at and beyond Medfield State Hospital. I organize that history into 
three major periods: 1) The Medfield Insane Asylum (1896-1914), 2) The Medfield State 
Hospital (1914-1960), and 3) the Deinstitutionalization era (1960-2008). 
 This history follows the transformation of Medfield State Hospital from a 
nineteenth-century insane asylum charged with the delivery of custodial and end-of-life 
care to older adults into a place of innovative and experimental therapies designed to treat 
psychiatric and behavioral disorders. In each of these sections, I situate the hospital in 
relation to the larger network of mental institutions across Massachusetts. I provide an 
image of the patients and some of the clinical principles justifying their admissions and 
treatments. I select details from available primary sources — annual reports, newspaper 
articles, DMH statistical reports — to create a feel for the hospital, its traditions, and 
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relationship with the town. The construction of new buildings (e.g., the tuberculosis sheds 
in 1905) and start of new programs (hypnotherapy in 1970) help reveal shifting 
treatments throughout the hospital’s history, expanding and contracting services and 
staffing with the changing therapeutic science of each time period. The final background 
section summarizes the two major waves of deinstitutionalization in Massachusetts 
relocating the delivery system from the back-wards of the state hospital to community 
mental health agencies, like the one I worked in for most of this project. The analytical 
chapters to follow build upon these areas of interest with a specific focus on the 
organizing role of work in the lives of patients at Medfield State Hospital. 
 
The Town of Medfield 
 Medfield, Massachusetts is a suburban community just seventeen miles southwest 
of Boston. It borders the towns of Dover, Millis, Sherborn, and Walpole. About 12,000 
residents with a median income of $134,000 make up about 5,200 households in town. It 
is about ninety-seven percent white and two percent Asian (US Census 2010). Residents 
at town meetings of the hospital’s Master Planning Committee worried openly about the 
“Needham-ization” of Medfield, referring to the nearby Boston suburb of Needham 
where both population and population density have spiked over the last decade. Medfield 
had a 2018 operating budget of $60.4 million dollars (Town of Medfield 2018), 
appropriating over half its annual funding the education. The town’s schools rank seventh 
best in the state and 259th in the country (US News 2018) attracting many young families 
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with the financial means (median home value in 2018 was $650,000) to buy a home in 
the community.  
 Seventeen miles southwest of Boston meant something different when the 
Medfield Insane Asylum opened in 1896. Medfield was a farming community with an 
economy based around the straw harvest. The apple crop was so abundant in 1896 that 
farmers fed apples to their livestock and pigs (DeSorgher 1999, 178). Nineteen marriages 
happened the year the asylum opened, most of them in the Baptist Church in town. There 
were thirty-four births and thirty-three deaths (DeSorgher 1999, 178). When scarlet fever 
hit the town, the Board of Health quarantined families in their homes. Medfield was an 
Anglo-American community with an occasional “gypsies problem;” a community where 
the Fourth of July festivities each year centered around a baseball game between married 
and unmarried men (DeSorgher 1999, 118). 
 The asylum’s opening was not the only change Medfielders witnessed at the end 
of the century. Residents objected when the telephone company cut down giant shade 
trees to put up power lines and poles along the town’s winding roads. Medfield Junction, 
the rail station in the center of town, was fully on-line by 1896 linking passenger trains 
traveling from Boston to Hartford and New York City. The first train came through each 
morning at 6:21 A.M. and the last train of the day finished at 6:22 P.M. (DeSorgher 1999, 
121). The first cohorts of patients arrived by train at Medfield Junction before they were 
taken in wagons up the hill to the asylum. Pastoral Medfield was closer to the city than it 
had ever been before.  
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Medfield Insane Asylum (1896-1914) 
The Annual Report of the Medfield Insane Asylum offers a window into the state 
hospital during its earliest years of operation. These reports exist today as a primary 
record of the asylum and of the habits, conditions, and activities of the patients. The 
annual reports are also a testament to the person-power needed to keep a custodial 
Figure 6, Drawing of the Asylum. The institution was designed with a sense 
of symmetry and segregation by sex. It was also made to resemble New 
England and European villages, with a chapel, utilities, and green space down 
the center of the campus. Courtesy of Kellan McNally. 
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institution fully operating. Excerpts from the reports are used in this section to introduce 
key topics (e.g., the therapeutics of labor, shifting clinical categories and treatment 
technologies, proper versus improper discharge) that are then explored in the later 
analytical chapters. Excerpts are also presented to establish a sense for what it was like 
then and what it is like now to be at Medfield State Hospital. 
 Many features of the campus described in the annual reports remain intact today. 
As named in the introduction, the only building on the campus that has been demolished 
is the Clark Building, which was built in the 1950s and considered a blemish upon the 
fine nineteenth century campus. Excerpts from the annual reports highlight some of 
hospital’s original features. Writing in 1905 about “improvements” to the campus 
completed through the work of patients, the asylum’s first superintendent, Edward 
French, M.D., wrote, 
“Some improvements are carried on from year to year, this being necessary 
because of the employment of patients, and also the nature of these improvements 
makes it impossible to begin and complete them in one or two seasons. Among 
such improvements made largely by patients’ labor is the continued grading of 
filter beds for disposal of sewage, the building of stone walls on the asylum fields 
and grounds abutting on the highway, the digging out and blasting of rocks, and 
the clearing up and ditching of swamp land upon the farm. New walks are built 
every summer upon the grounds, and shrubbery and trees are planted.”  
 
The crushed stone walkways described in these early reports were later paved with 
asphalt and sealed. These sidewalks are uneven today with cracks that fill with crabgrass 
and dandelion weeds during the summer months. The layout is largely unchanged since 
these earliest years when patient-workers crushed and then laid the stone to make these 
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routes around the grounds. Those same trees and shrubs planted by patients are today 
giant beauties that line and shadow the grid of streets surrounding the campus’ lawns.   
 Missing today on the campus are the thousands of people between 1896 and 2003 
who came there to live, sleep, work, and, in many instances, die. The asylum’s earliest 
patients were mainly older adults of Irish descent (Handlin 1969). In groups they were 
transferred from other state facilities where crowding had reached a max at the end of the 
nineteenth century. Removed or rescued, foreign-born were admitted to Massachusetts’ 
mental hospitals from impoverished neighborhoods of Boston, Brockton, Fall River, 
Figure 7, Bedroom. Courtesy of the President and Fellows of Harvard College. 
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Fitchburg, Framingham, Lawrence, Lowell, Milford, New Bedford, Springfield, and 
Worcester where family separation (O’Keefe 1997), domestic violence (Sullivan 2017), 
and endemic alcoholism (Stivers 1976) devastated physical and mental health. The 
asylum’s inaugural report counted ninety-eight of its first 302 female patients 
“housekeepers,” a primary occupation of the Irish “Bridgets” working as domestic 
servants at the end of that century (Sullivan 2017). Writing in 1896, at the end of the 
asylum’s first year, superintendent. French explained,  
Figure 8, Patients and attendants in bedroom. Two bedroom images are from around 1910. Nurses sit at 
bedsides with female patients. Seventeen beds are visible in this single room. Courtesy of the President 
and Fellows of Harvard College. 
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“About 1,000 patients of the chronic class, who have become public charges, have 
been transferred to the asylum by the Board of Lunacy and Charity. A large 
proportion of these cases are old, feeble, sick, filthy in their habits, and 
destructive of their clothing.”  
That number of patients continued to climb alongside increases in other state facilities. 
Anticipating further demand upon the asylum, French predicted in 1901,  
“It is probable, with the increase of patients throughout the State and the present 
overcrowded condition of the other State institutions for the insane, that we shall 
continue to increase proportionately with the others.”  
The Medfield Insane Asylum was designed for 1000 patients. Freestanding brick 
“cottages” housed patients and staff together. On the first floor of each cottage was a 
common area with ample light for activities and leisure. Large fireplaces with oak 
mantels warmed the rooms and greeted residents as they walked through the foyer after a 
day at work or a meal in the dining hall across the way. Males and females dined 
separately. Female wards had pianos and male wards had pool tables. In the beginning, 
fifty patients slept on the second floor of each cottage and their attendants slept on the 
third floor. By 1905, crowding had already become a serious enough concern that the 
trustees advised “his Excellency the Governor” in the annual report,  
“It would seem to be the part of wisdom to set some limit to the number which the 
institution shall be expected to accommodate. If this were done, there would be a 
definite point to aim at in the work of development, rather than going forward as 
is done at the present time, somewhat blindly so far as any definite knowledge of 
what is expected of us in the future is concerned. In the opinion of the trustees the 
limit is now nearly if not quite reached.” 
By 1913, the asylum’s population had reached over 1,700 patients. The state responded 
by authorizing construction of separate homes where male and female attendants lived 
and slept, allowing even more patients to crowd into the cottages’ third floors. 
21 
 
 The annual reports also provide an image of the patients, their living conditions, 
and the care they received. The first trustees and superintendent of the asylum stressed 
early in their reports to the governor that the patients were considerably sicker than 
planned in the design of the campus and its facilities. Writing in 1898, the trustees began 
their report by explaining,  
“The trustees in their last report referred to the number of sick, feeble, untidy and 
violent patients selected by the Board of Lunacy and Charity from the other 
institutions to transfer to Medfield. The proportion of such patients sent here 
during the present year has been equally large. The original plan of construction 
approved by the Legislature provided two large associated dining rooms, to which 
it was expected that all patients except a few sick and excited one would go for 
Figure 10, Cottage. Two cottages on the “female side” of the hospital’s campus. The cottages were 
designed originally with staff and patients living together. Several years after the asylum opened, 
crowding became so great a problem that separate homes for the attendants were built, allowing more 
patients to fill the cottages’ third floors. Courtesy of Kellan McNally. 
Figure 9, Cottage. Courtesy of Kellan McNally.  
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their meals; yet, out of the whole number, only about 530 have been able to go to 
these general dining rooms, while the food for the remaining 470 has been carried 
by teams to the various buildings, in some of which temporary dining rooms have 
had to be fitted up at much inconvenience and additional expense.” 
Was the patient who died of “accidental asphyxiation by bolus of roast beef being stuck 
in pharynx during dinner” one of the 530 well-enough to eat in the dining rooms? Or was 
he so infirm that his dinner was carried to him in bed?  
 Details begin to establish a sense of the person-power required to care for the 
needs of adults with such severe illnesses. Dr. French wrote in 1896, “The general rule 
that many patients die immediately following their transfer has proved itself during the 
past year” (10). His report lists out the causes of death for patients each year: 
apoplexy, dementia and old age, asphyxia from epilepsy, exhaustion from 
epilepsy, senile mania, organic brain disease, paresis, shock (burn), phthisis, 
gastro-enteritis, heart disease, pernicious anemia, traumatic peritonitis, typhoid 
fever pulmonary tuberculosis, heart disease, asphyxiation (suicidal), fatty 
degeneration heart disease, carcinoma of uterus, erysipelas, exhaustion from 
ischio-rectal abscess, nephritis, rupture of gall bladder.  
The dense and technical language of these lists promotes a certain skimming that 
overlooks those causes of death like “bolus of roast beef caught in pharynx” and 
“asphyxiation (suicidal)” that say so more about everyday life at the asylum.  
 The overall level of physical sickness described in these asylum’s annual reports 
makes clear the need for attendants to care of patients. Discussions about the need for 
staffing then fade until the 1960s when policy and reform shift the institution away from 
labor-intensive therapies, like hydrotherapy and insulin comas, and toward chemical 
sedatives that altered patients’ behaviors, reduced the constancy of milieu management, 
and shrank the state’s commitments to budget-busting hospital pensioners. The simplicity 
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of the annual reports helps establish early ties between technology, behavior, and 
institutional control. Those relationships return later in the context of 
deinstitutionalization when post-industrial poverty and population-level risk get 
managed, in part, with psychiatric medicines that co-construct sickness and automate care 
with self-care, coping, and chemical sedation. 
 
Medfield State Hospital (1914-1960) 
 A shift of focus was underway by 1914. The Medfield Insane Asylum went from 
being a place largely responsible for custodial and end-of-life care to a hospital charged 
with the diagnosis and treatment of severe mental disease. Hopeful passages from the 
annual report of 1914 reveal the sense of promise as this change from asylum to hospital 
occurred. Superintendent French, who had been with the asylum since it opened in 1896, 
wrote to the governor in the annual report that year,  
"The transforming of the institution from an asylum to a hospital has been 
carefully discussed in our meetings, and a conference has been held with the State 
Board of Insanity. There is no stimulation either to the patient or those caring for 
the patient in the asylum idea. The elimination of hope is depressing to relatives 
and friends, and works disastrously for the patient. It is less inspiring to the 
physician to labor for those who have abandoned hope of betterment — for 
custodial care alone tends to monotony of attitude and dullness of endeavor 
throughout the whole range of works in an institution.” 
 French’s writing represents a change away from the message of hopelessness that 
had become standard in caring for patients “in the asylum idea.” It is as true today as it 
was for French then that hopelessness is disastrous when it becomes systemic. French 
recognized its impact on patients and relatives and on practitioners in ways that echo 
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upon contemporary concerns of burnout and compassion fatigue in mental health services 
today. By stepping forward from its origins as an asylum, the renamed Medfield State 
Hospital could become a place of treatment and rehabilitation, where the discharge of 
recovered patients could be achieved. French’s writing reflects a core belief of the time 
about the influence of expectation on clinical outcome. He wrote in 1914, 
"There is very little stimulation or hope for an intelligent patient in an asylum. He 
reasons that an asylum is merely a place for care and custody, and that his case 
has been regarded as hopeless, or nearly so, or he would not have been transferred 
here. In consequence of this belief, he loses hope, and a stimulation that the 
hospital would necessarily give, is lacking. His friends are also discouraged by his 
transfer to an asylum. If this proposed change is brought about, it will be possible 
to do more along medical and scientific lines than has been done in the past.” 
Perhaps it was this same message of hopelessness that resulted in the bodies of dead 
patients routinely filling the chapel basement, unclaimed by family and friend from ice 
chambers installed shortly after the asylum’s opening. A change in state law required the 
dead be kept three days before burial. Before 1917, the unclaimed were buried in the 
town cemetery at Vine Lake. Interment there was a horse and carriage ride downhill from 
the campus, and with an annual fatality rate of about six percent (e.g., 119 patients died in 
1913), it is likely several bodies were brought at once to the cemetery for burial.  
 When the 1917 Spanish Influenza killed a larger than average number of patients 
and employees that year, and then more the next year, the town ended the hospital’s 
burial rights at Vine Lake. A group of patients were chosen to clear a thicket of woods 
down the hill from the hospital on the banks of the Charles River. This new spot became 
the new final resting place for the unclaimed patients. Like the hospital campus, this 
cemetery is also open to the public and can feel quite tranquil and solemn to visit. I first 
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went on my own but later learned more about its history when the high school history 
teacher introduced me to the woman who, inspired by the work of Pat Deegan, organized 
efforts to have the unmarked graves of hundreds of buried patients identified with 
individual tombstones. She did not have to tell her that the tombstones were sinking into 
the earth and disappearing. She knew it for herself already and explained,  
“We spent about five years working on it, and we did see it to fruition. But, now 
that it’s deteriorating, I wouldn’t like to think that it’s going to end back where it 
was. Maybe they come in once a year or something, maybe they hired somebody 
to clear it up, but it needs constant attention.”  
I know she means the cemetery but she also seems to be talking about the history too. 
 This moment of institutional change from insane asylum to state hospital also 
reveals the transfer of power between superintendents of hospital. In 1917, Elisha H. 
Cohoon, M.D. became the second superintendent to take the reins. Cohoon had been an 
assistant physician under French before his appointment to superintendent. In his first 
year of reporting, Cohoon describes aspects of his transition into the hospital’s highest 
office.  
“On entering upon my work in the month of April I realized that I was succeeding 
a man who had served twenty-one years as superintendent and was the first and 
only superintendent of this hospital. I further realized that my predecessor had not 
only been very successful, but was a man of such lovable character that his 
departure was naturally and rightfully much regretted by the Board of Trustees 
and all his officers and employees. It is, therefore, indeed a pleasure for me to be 
able to state that there has not been, as a result of my succeeding him, the loss of 
any member of my official staff, and also to be able to know that my officers and 
employees have in every way shown to me the same devotion to duty and loyalty 
that was accorded toward their former superintendent, Dr. Edward H. French. For 
this I am deeply grateful.”  
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 I visited the hospital’s final superintendent at his home. He also spoke about the 
superintendent who came before him. Unlike the prior superintendents, the hospital’s 
final superintendent was not a physician but, rather, an administrator who got his start as 
steward. When he assumed control of the hospital, the role of superintendent was 
differentiated from that of a chief medical director, whose responsibility was to the 
clinical functioning of the hospital, its treatment and rehabilitation of patients. The Last 
Superintendent’s main charge was the management and administration of the hospital. He 
moved to the hospital in the 1950s when he took the job of steward and raised his family 
on the campus with the patients. He told me about the transition from the era of state 
hospitals to care in the community, and his stories are included in later chapters.  
 In shifting away from “the asylum idea,” the Medfield State Hospital took up a 
charge that was connected to a much wider transformation of medicine taking place. 
Medicine emphasized the study of classical Greek and Roman texts as the basis for 
medical knowledge. By the nineteenth century, a radical reorganization of medicine 
brought the site of learning and expertise from the library to the patient’s bedside. This 
movement, its origins traced back to the operating theaters of the Paris Schools of 
Medicine (1794-1848), emphasized case-by-case observation and examination of each 
patient so that discrete disease entities could be classified and treated with specialized 
therapies (Snowden 2011). 
 The scale of this institutional change into a hospital was captured in the trustees’ 
1925 annual report. Written to the governor, the state hospital trustees explained,  
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“Certainly there is an obvious contrast between the old times when isolation and 
restraint were so general and the present program of psychiatric care, specialized 
therapy, and efficient administration.”  
 
The neglect of elderly and infirm adults that characterized the asylum era was replaced by 
an atmosphere of scientific progress and precision medicine targeting specialized 
treatments on specific manifestations of mental disease.  
 This newfound effort “to do more along medical and scientific lines,” as 
superintendent French proposed in 1914, drew the hospital’s attention to classifying 
specific mental diseases. Whereas the annual reports during the asylum years listed the 
causes of admission in vague and common terms — disappointment in love, domestic 
affliction, financial troubles, religious excitement, worry — the hospital’s reports 
included sections of writing sorted by clinical specialty, each summarizing psychiatric 
casework with patients within single disease categories. In the hospital reports, following 
categories of mental illnesses appear each with case examples: 
Senile psychosis, Psychosis with cerebral arteriosclerosis, General paralysis, 
subtypes tabetic, depressed, demented, expansive, Psychosis with unknown brain 
disease, Alcohol psychosis, Korsakoff’s psychosis, acute hallucinosis, chronic 
hallucinosis, Psychosis due to accidental gas poisoning, Psychosis with tubular 
meningitis, Manic depressive group, Dementia praecox, subtypes hebephrenetic, 
katatonic, paranoid, simplex, unclassified, Epileptic psychosis.  
 The presentation of “cases” during the state hospital years becomes increasingly 
descriptive. This example is from Dr. Anna H. Kandib, who was hired in 1917 for her 
expertise in psychopathology. She writes, 
“Case I. — Female; age, twenty-three; single. Family history unknown; 
abandoned by parents when an infant and brought up in an orphanage. Normal 
childhood, social, good-natured, happy, occasionally worried by belief that she 
had a strain of negro blood. Five years ago thought that people did not like her, 
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that the other girls avoided her, and that there must be something wrong 
‘physically, mentally, or morally,’ worked hard, ambitious to become a child's 
nurse. A few days before admission said man chased her, attempted to jump from 
second story window; excited, unstable, distractible, silly, showed no insight. 
Soon became clear, oriented, had partial insight into her own mental condition, 
but persisted in believing several fantastic ideas developed from vivid, erotic 
dreams.” 
 
In addition to examining patients in life, Kandib performed autopsies on the dead in the 
basement of the infirmary. The autopsy suite was added to the hospital’s facilities in 1918 
as part of ongoing efforts to more precisely identify anatomical correlates of mental 
disease. Kandib performed twenty-one autopsies in her first year at Medfield State 
Hospital. 
 Precise diagnosing of mental disease then led to specialized treatment. State 
hospital reports referred increasingly to specific treatments and therapies applied to each 
disease: industrial therapy, hydrotherapy, physiotherapy, gold and mercury treatments, 
electrotherapy, psychosurgery, insulin shock therapy, occupational therapy, sterilization. 
Discharges “as recovered” occurred and were described annually in the summaries of 
care written each specialist. For example, writing about two case examples from the 
disease group, “Psychosis with other somatic diseases,” Anna Wellington, M.D. 
presented that following summary,  
“An English woman, married, age thirty-four, heredity negative, Wassermann 
negative. She had been operated on for retroverted uterus. Twelve days later 
became depressed and hallucinated, both in the auditory and visual fields. This 
condition continued for about three weeks. She made a good improvement after 
that, and was discharged from the hospital, after a residence of twenty-six days, as 
recovered.” 
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 Even for dementia praecox, the diagnostic antecedent of schizophrenia, notable 
improvements through specialized occupational therapy were reported. Summarizing his 
casework with this clinical grouping of patients, Walter Burrier, M.D. wrote in 1920,  
“Occupational therapy in this class of patients has been followed by favorable 
results in thirteen cases. An effort has been made to select a form of employment, 
both in and out of doors, best suited to the individual case. Under the immediate 
supervision of industrial teachers who go directly onto the wards, a certain class 
of patients is reached that could not be managed in the various departments.” 
 
 Despite an emphasis on specialized therapy and descriptions of clinical 
improvement, rates of discharge from the hospital remained low and its census continued 
to rise. Superintendent Cohoon reported in 1925 that the patient count reached over 1800 
patients, with 747 men and 1056 women on the wards. Cohoon then explained that only 
126 discharges took place during the year of which eighty-two were by death. 
Accounting for this low figure, he argued the severity of patients’ conditions remained 
high with most cases “of a chronic type” with intractable illnesses that resist treatment. 
His statement echoes themes that remain resonant in clinical practice today. 
 
Deinstitutionalization (1960-2008) 
 The Last Superintendent told me more about how when he joined the staff of 
Medfield State Hospital he was hired first into position of steward and then worked his 
way up the ranks. “Steward” was an original role in the hierarchy of resident officers at a 
state hospital. The position is listed in the earliest annual reports of asylum era. Stewards 
tracked the overall industry of the institution and ensured all its essential goods were 
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purchased or produced and that all needed services were completed. During the hospital’s 
earlier decades, this meant collecting data on pig and dairy production, farm yields, dress, 
hat, and mattress production, and any other work done by the patients-laborers and 
Figure 11, Empty dwellings. Courtesy of Kellan McNally. 
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attendants. From this inventory, the steward then negotiated the sale and exchange of any 
surplus with sister institutions under the direction of the superintendent.  
 By the 1950s, this role had barely changed. The Last Superintendent remembered 
how the hospital was still selling surplus milk to other nearby state hospitals when he 
joined as steward. In taking the job, the he moved with his wife and toddler children into 
a small brick house on the campus. She also worked at the hospital for a number of years 
as an admissions nurse. After some debate, they agreed together it was 1954 when they 
came to Medfield State Hospital. Laughing, he explained, “My mother said if I took this 
job I was going to go crazy like them. She was an old Italian.” 
 Throughout the 1950s, the hospital was crowded with patients, attendants, 
technicians, social workers, nurses, nursing students, physicians, psychiatrists, and 
psychiatry residents. “Beds in the corridors” was how the Last Superintendent 
remembered the hospital when he first started. Statewide the census of patients living in 
hospitals reached 35,000 by the middle of the century (Hogarty 1996, 11). Within a 
decade of his hiring, national and state policies began a process of rapid reorganization to 
the delivery system of mental health services. Patients were evacuated from the back 
wards of nineteenth century institutions and an entire system of long-term hospital-based 
care was undone.  
 A brief chronology of state and national policies beginning during the second half 
of the twentieth century builds an appreciation for just how totally deinstitutionalization 
changed mental health services across the United States. Although I provide some 
background on federal policy, this section focuses primarily on those reforms that took 
32 
 
place in Massachusetts and their effects at state and local levels. While there are specifics 
to Massachusetts’ story of deinstitutionalization, the social impacts of discharging state 
hospital patients en masse into an unprepared and underfunded system of community-
based care were similar across the country.  
 This first wave of deinstitutionalization (1960-1992) began to rev up with the 
1963 passage of the federal Mental Retardation and Community Mental Health Centers 
Construction Act under President Kennedy. Tales from this first wave are often followed 
with accolade over the treatment debut of Thorazine, an anti-psychotic medication with 
powerful sedative effects that miraculously allowed the hospitals to close. As one former 
Medfield State Hospital nurse wrote,  
Figure 12, Map of the state’s mental hospitals remaining in 1991. Under Governor William 
Weld, a second phase of deinstitutionalization closed Metropolitan, Northampton, and 
Danvers hospitals in three years. Courtesy of Hogarty. 
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“Because of the new drugs, more patients were able to be discharged and the 
hospital was able to extend its services into the community with the establishment 
of aftercare clinics in Wellesley and Quincy” (Hill 1987, 2).  
 
Later chapters consider the ways that these narratives tend to celebrate Thorazine as the 
catalyst for discharging patients and minimize the effects that ending patient-labor 
programs had on the state hospital system and its therapeutics. 
 This first wave of hospital closings in Massachusetts (1960-1992) is remembered 
as a period of disorganization marked by images of homeless mentally ill adults cramped 
into the public spaces of New England’s cities. Speaking to reporters with The Boston 
Globe, soup kitchen and homeless shelter staff at the Pine Street Inn and Long Island 
Shelter described their Boston facilities overcrowded with recently discharged state 
hospital patients. As medical anthropologist Kim Hopper (2003) recalled,  
“As the first wave of deinstitutionalization was hitting, the occasional article 
would appear in psychiatric journals that chronicled the antics of deranged former 
patients who made their way to airports en route to some delusional destination” 
(118). 
 
New patterns of clinical care also began to appear with patients “bouncing around” from 
one acute unit to another across a landscape of fragmented psychiatric and medical 
treatments. Terms like “frequent flyer” emerge in this early era of deinstitutionalization 
to describe those patients with unremitting episodes of care. “Frequent flyer” has proven 
its staying power in healthcare today, working its offensive way into electronic medical 
records in the form of airplane icons, “which systems administrators may elect to 
configure so that clinicians can identify a patient as a high utilizer” (Joy, Clement & Sisti 
2016, 1539). Other terms like “drug-seeker” and “malingerer” also emerge during this era 
to describe the inappropriate help-seeking of “more bad than mad” patients, many 
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desperately poor and turning to hospitals for “two hots and a cot” when their needs for 
safety, housing, and work go unmet.   
 Visible concentrations of underserved and homeless former state hospital patients 
did not stop the state’s second wave of hospital closings from 1992 to 2008. Economic 
downturn across the region at the time added to revenue shortfalls and pushed legislators 
to rein in so-called “budget busters” like Medicaid, pensions, group insurance, and the 
Metropolitan Bay Transit Authority. The 1991 governor’s race between Republican 
William Weld and Democrat John Silber was hot with promises to economize and shrink 
state government. Weld’s victory over Silber was narrow and, once in office, he quickly 
set himself to overhauling those parts of the Department of Mental Health where he saw 
the highest costs. In 1991, six percent of DMH’s total client population — the 2021 
patients in state hospitals — accounted for forty-nine percent of the department’s total 
spending. Weld saw privatization as key to transferring both the care of patients and the 
cost of pensions for those who gave that care. This re-haul meant establishing a network 
of private community mental health agencies and acute hospital units, privatizing the 
delivery system into a patchwork of non-profit “vendors” contracted and deputized to 
manage psychiatric care without state hospitals. When Weld took office, the number of 
state employees hovered around 72,000 (Hogarty 1996, 12). By the end of 1992, his 
administration had closed three state mental hospitals, Metropolitan, Danvers, and 
Northampton.  
 This second wave of deinstitutionalization ended in 2008 with Westborough State 
Hospital’s close. This dropped the state’s total number of mental hospitals down to three 
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long-term facilities (Worcester, Tewksbury, and Taunton) at partial capacity with about 
600 total custodial care beds. Medfield State Hospital had already been closed for five 
years. As Drummond (2011) recalled,  
“Democratic and Republican governors of Massachusetts exchanged seats in a 
tedious rotation. It never seemed to matter as far as mental health was concerned” 
(175).  
 
Down from 35,000 patients in DMH’s care during the 1950s, today approximately 11,000 
adults with “long-term serious mental illness” are clients of the department receiving 
intensive clinical services (DMH 2017) in the community. A reduction in long-term 
inpatient treatment was paired with the steady growth of short-term acute care beds, 
cycling patients through profiting locked units for average stays of three to seven days. 
That pace, dictated largely by managed care organizations tracking symptoms and 
authorizing days, teaches social workers to begin discharge planning during their first 
meetings with patients.  
 These reforms to the delivery system invite sometimes harsh feedback. 
Psychiatrists and other mental health providers who lived through deinstitutionalization’s 
two waves share criticisms about of the new system of care. UMASS psychiatrist, Alan 
Brown, told the Department of Mental Health during a 2009 public hearing, 
“Acute inpatient care has been relegated to a fragmented, under financed and 
poorly regulated non-system of acute care units that are systematically 
disincentivized to refer patients for ongoing care in DMH continuing care 
facilities. Instead, consumers suffer from ‘revolving door’ care, inadequate access 
to long term facilities or supports and a ‘triage by morbidity' where services are 
often doled out to persons with severe illnesses and high risks only after they 
have suffered injury or losses.”  
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Today, Massachusetts has approximately 2,864 acute care beds across 151 inpatient units 
(DMH 2019). Spaces for adolescents and children account for 323 beds within that total. 
These locked units serve DMH clients and the general public and are designed to 
stabilize patients so that ongoing treatment occurs in the community and outside long-
term inpatient settings. In acute care setting, the word “cure” is basically taboo.   
 The chapters that follow look more closely at how participants, like the Last 
Superintendent, tell the complicated story of deinstitutionalization and closing state 
hospitals. Storytelling about deinstitutionalization — why it happened and how it 
affected communities — is central to the folklore of American psychiatry today. Visitors 
of any great ruin will wonder how a civilization or settlement came to an end, and these 
kinds of legend tales and storytelling traditions also happen on the campuses of closed 
state hospitals today.  
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CHAPTER THREE: METHODS 
Choosing Medfield State Hospital 
 It was during one of my earliest trips to Medfield State Hospital that the Clark 
Building started to come down. A modern and, according to local Medfielders “horrible 
looking” H-shaped building situated right in the front of the campus, the Clark Building 
opened in 1958 as an cute treatment facility for stabilization care. Buildings like this one 
were sprouting up on state hospital campuses across the United States during the 1950s in 
an effort by state Departments of Mental Health to move beyond a model of custodial 
care and to offer treatment that was different from the back wards. Up the hill behind the 
Figure 13, Shadows on the old canteen. Courtesy of Kellan McNally. 
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Clark Building were the back-wards of the nineteenth century campus of Medfield State 
Hospital where some asylum-era geriatric patients had resided for decades. Down below 
and right on Hospital Road was this modern “psychopathic hospital,” part of a strategy to 
downscale chronic care which had become commonplace in state hospitals throughout 
the country. Some of the local people I talked with said the Clark Building had a 
reputation for being a place for “self-admitted alcoholics” who used the facility like “a 
revolving door” to dry out, then leave “with a big bottle of Librium capsules” (Flaherty 
2015). New phrases like “revolving door” and “frequent flyer" appeared after the 1950s 
Figure 14, The Clark Building. Courtesy of Abandoned Asylums. 
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to describe a modern form of treatment characterized by short episodes of acute 
intervention along the twisted spiral of recovery. 
 The forces of spatial distance — situating care on remote hilltops or deep in 
swampy woods far away from cities — and scale — envisioning institutions as treatment 
homes for several thousand patients living and working together — sustained the state 
hospital model for over a century (Pilkington 1985). By the 1960s, the reform movement 
of deinstitutionalization directly challenged that system of care, a history which usually 
begins with the “miracle of Thorazine” and the passage of President Kennedy’s Mental 
Retardation and Community Mental Health Centers Construction Act of 1963. Almost 
four years of participant observation at community events, brief and semi-structured 
interviews with town residents and former employees of the hospital, and archival 
research unearthed a subjugated history from Medfield State Hospital that challenges 
commonly held beliefs about what closed the state hospitals and what it means to be a 
person with a mental illness today.  
 In 2012, with plans in the works to sell the entire hospital property to the town, 
the state of Massachusetts paid $2,000,000 to have the Clark Building torn down, 
opening up the campus’ “historic landscape” and its appeal to developers. I was new to 
the scene and it surprised me how one day a massive building was there and then the next 
day it was reduced to a fenced-off pile of brick, metal, and linoleum. The demolition 
taught me that nothing here is permanent. Like the X marks on the buildings, missing 
stained glass from of the chapel windows, and pilfered hardware missing from exterior 
doorways, everything about a state hospital can be forgotten. I saw early on in this project 
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that the stories I would hear about patients and employees would not be linked forever 
with the buildings where they happened. To dismantle a place is to also dismantle a 
society’s memory of that place and how it functioned. The realization that buildings 
could just vanish overnight filled me with a sense of urgency which motivated me to 
make Medfield State Hospital the site of this graduate research project in Medical 
Anthropology. The stories from this place and this era of American mental health care 
became perishable and I wanted to become part of preserving them. What I learned in 
that process about the role of work opportunities in the everyday lives of patients in state 
mental hospitals changed my thinking about what it means to be psychiatrically disabled 
today. 
 
Connection to mental health work 
 My connection with mental health and to state hospitals reflects my work as a 
clinical social worker and my location as the grandchild of a former psychiatric nurse. In 
ethnography, these aspects of my experience establish my position in the research, giving 
to me a foundation of knowledge and constructs that can both open and constrain my 
analysis of data (Braun & Clarke 2013). By the time I decided to pursue ethnographic 
research at the site of Medfield State Hospital, I had graduated from the School of Social 
Work at Simmons College and was “in the field” and working as a clinical social worker. 
I had also grown up hearing my grandmother talk about her career in Connecticut’s state 
mental hospitals (“CVH” and “Norwich State”) beginning during the 1950s and before 
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medication like Thorazine showed up. These parts of my experience connected me to this 
topic and informed the way I received the stories I heard from participants.   
 I spent my first year as a social worker back where I was from and living with my 
grandparents in the “quiet corner" of Connecticut. About an hour from “everything” — 
Boston, Providence, and Hartford — northeastern Connecticut is a collection of old New 
England farms and once mighty mill towns. Crumbing factories are something like 
crumbing state hospitals. They both sit like “red brick elephants” on the landscape (Rex 
2015, personal communication), and, in this post-state hospital era of integrated 
Figure 15, Mills crumbing into traffic. I grew up near the Prym Mill in Dayville, Connecticut. Built in 1883, 
the mill manufactured bobby pins, thumb tacks, wire hangers, and safety pins before closing in 1989. In 2011, 
pieces of the dilapidated structure crumbled into street below, prompting demands to demolish the property. 
Courtesy of Kellan McNally. 
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psychiatric care in the community, “depressed” New England mill towns take off where 
state hospitals finished, bringing the disablized victims of deindustrialization together 
with professionals like myself who become qualified to help manage the casualties of 
large-scale economic disenfranchisement and regional disinvestment.  
 The father of a friend I grew up with is a surgeon at a local hospital in Putnam, 
Connecticut and he helped me get a part-time social work job on the inpatient psychiatric 
unit after I moved home. I had worked before on inpatient units as a mental health worker 
in the city, a role that was called “attendant” at Medfield State Hospital and what often 
get referred to more popularly as orderly. This was my first time working in such a rural 
Figure 16, Row of female cottages. Photograph taken around 1910. The pathways, sidewalks, roads, and 
plantings were completed by patient-workers. Courtesy of the President and Fellows of Harvard College. 
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setting and now I was clinician. Day Kimball Hospital — what local people call “they kill 
em hospital” — was where everyone to in the area went unless a major emergencies 
meant being life-flighted to UMASS in Worcester or Hartford Hospital about an hour 
away. I stayed one year in Connecticut working as a psychiatric social worker on this unit 
before deciding I needed to be back to Boston, mostly socially. I was starting to feel like 
one of the double-bound Irish bachelors that Nancy Scheper-Hughes so carefully 
describes in Saints, Scholars, and Schizophrenics (2001), reluctantly kept behind on the 
countryside to care for the forgotten generation of elders when everyone else my age 
moved away to the cities. As Scheper-Hughes (2011) writes,  
Figure 17, Row of male cottages. Photograph taken around 1900. The Medfield Insane Asylum was built 
with a capacity around 1,000. It ultimately held around 2,000 patients plus staff. Courtesy of the President 
and Fellows of Harvard College. 
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“It is the village boys who accept the brunt of the burden, and who suffer the most 
under the impossible task of reconciling conflicting role demands” (281).  
 
I was lonely in Connecticut and had started turning to pot for its imperfect company. As 
the summer turned into fall a growing sense of isolation convinced me it was time to 
move. By January 2012 I was back in Boston, MA with new work. 
 Inpatient social work was the wrong job for me. I liked the conversations with 
patients and their families and often found the connections to be tender and honest, but 
the demands of utilization review, the hawks of managed care watching down on the 
treatment at all times, and pressure from the clinical team to push “med compliance” 
became coercive. I felt disloyal and confused by a tension that played itself out over and 
over again between the culture of the care and my professional social work and personal 
ethics — self-determination, dignity of the person, the value of relationships. One 
morning I came to work and discovered police on the unit and blood on the plexiglass of 
the nursing station. An argument between a twenty-two year old male patient and a nurse 
over taking an antipsychotic turned into a violent assault. It is nurses, not psychiatrists, 
who enforce the care that is ordered, and the unit psychiatrist, who was an absent-minded 
locum tenens, was also nowhere to be found. I was overwhelmed with discharge planning 
for all the patients on the unit, sometimes five and six patients in a day. When I realized it 
was relief that I felt from the young man’s arrest because it meant I had one less person to 
discharge back out there, I knew it was time to find other work.  
 Understanding my interest in this project also means talking about my movement 
as a social worker within a system of care, and my ambivalence at times about that work. 
After the hospital I tried to put myself just before the point of hospitalization, so that I 
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could be part of admission decisions and maybe even influence some of them. In this era 
of managed care and community-based services, the pressure to keep people out of high-
cost and restrictive treatment settings, like inpatient psychiatric units, is generally called 
diversion work. To divert people and bring down costs, Mass Health (Massachusetts 
Medicaid) hires the Massachusetts Behavioral Health Partnership to contract community 
mental health agencies who form the emergency service teams responsible for linking 
people to the least restrictive, clinically-indicated level of care. 
“The purpose of the emergency service program (ESP) is to respond rapidly, 
assess effectively, and deliver a course of treatment intended to promote recovery, 
ensure safety, ad stabilize crisis in a manner that allows an individual to receive 
medically necessary services in the community, or if necessary, in an inpatient or 
24-hour diversionary level of care” (Massachusetts Behavioral Health Partnership 
2018).  
 
I joined an ESP in 2012 after returning to Boston and worked for six years performing 
mobile behavioral health interventions for Mass Health members in crisis and diverting 
them, sometimes, from unneeded psychiatric admissions. I had gone from an acute 
inpatient hospital to community-based crisis work in homes, school, police stations, and 
emergency departments. By 2013, I would be spending several hours a month walking 
around and talking with people on the campus of a closed state mental hospital, 
deepening my grasp for the transformation of mental health services in Massachusetts 
over the last 150 years. After leaving emergency departments with conversations fresh in 
my head of trying to convince people that another hospitalization was not the answer, 
Medfield State Hospital became a place for reflection on my own voice. I started 
questioning the certainty of my practice as a social worker, frequently saying to the 
46 
 
people with whom I met, “The goal is for you to spend as little time as possible in a 
locked setting." 
 Moving back to Boston was hard because it meant leaving my grandparents. At 
the same time that being in Connecticut had felt stunting, living with them made me feel 
useful. Yardwork and gardening with my grandfather will always be among my fondest 
memories despite what was a fairly lonely period for me. It wasn’t all good but it wasn’t 
all bad either, and leaving it wasn’t easy. I had discovered the ethnography, Saints, 
Scholars and Schizophrenics, and its pages started talking to me like points of reference. 
Scheper-Hughes (2011) writes about the ways that economic changes in Irish society 
during the 1970s re-ascribed the burden of caregiving for elders to the youngest sons in 
rural families. She explains,  
“The intervening years have given way to a new system of land transfer governed 
by the principal of elimination — that is, the last one to escape (usually the 
youngest son) gets stuck by default with the land and saddled with a life of almost 
certain celibacy and self-neglecting service to the old people” (286). 
 
While, yes, my time in Connecticut was sexless, working as inpatient social worker and 
then coming home and swapping stories took the closeness between my grandmother and 
me to a new place. I accepted the tradeoff because I knew it wasn’t permanent, which 
make things different for me compared with the men presented by Scheper-Hughes. 
When I got home from working with stories about my time sitting with patients and 
families on the unit, she would then share her own memories from her career as a state 
hospital nurse. Understanding how I came to select Medfield State Hospital also means 
talking about the impact and influence of my grandmother, the best supervisor I’ve ever 
had and the person with whom I can also disagree the most, clinically.  
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After visiting several other decommissioned state mental hospitals in 
Massachusetts, I chose to pursue research at Medfield State Hospital for several reasons. 
Compared to the architectural styles of state hospitals in Westborough (1848), Danvers 
(1874), and Waltham (1887), which were built in a style referred to as the Kirkbride Plan, 
Medfield State (1896) was constructed in the Cottage Plan. Kirkbride hospitals consist of 
a central administrative building flanked by symmetrical and linked pavilions that form a 
massive and monolithic “V” shape. Payne (2009) describes the function of the Kirkbride 
design: 
Figure 18, Institutional imprints (or inkblots?). Designed in 1892 and opened in 1896, the Medfield Insane 
Asylum (top right corner) was a cottage-style institution of symmetrically situated and detached 
dormitories centered around a common. This design came after the earlier Kirkbride-style institutions, 
which were anchored within one flanking monolithic structure. Courtesy of Pilkington. 
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“The prescribed layout facilitated a hierarchical segregation according to sex, 
illness, and even social class. The most disturbed patients were housed in the 
outermost wards, while those more social adjusted lived closer to the center, 
where the staff lived” (8).  
 
 The cottage plan was considered an advancement in the moral treatment of the 
mentally insane and “a respond to the negative image of the large, single-building 
‘madhouse’” (Pilkington 1985, 25). As the History Teacher quoted for me,  
 “Medfield Insane Asylum was the first state mental hospital in Massachusetts to 
be built on the ‘cottage plan,’ with individual buildings to allow better light and 
ventilation, easier classification, and no underground tunnels connecting the 
buildings. In order to make the conditions more homelike, sleeping quarters were 
on the second floor and sitting and work rooms were on the ground floor. The 
staff worked on the wards for twelve hours a day, six days a week, and lived on 
the wards with the patients. Employees usually slept in the attics in the buildings 
where they worked” (DeSorgher 1999, 174).  
 
As Payne (2009) stresses, “Although the Cottage Plan appeared to create a freer 
environment, it was still an institution, operating along the same lines as before” (11). 
Medfield State Hospital’s layout was different from the other earlier state hospitals build 
of the nineteenth century but its effect on patients and employees was largely the same. 
 
Exploring the campus 
Exploring the campus of Medfield State Hospital is something like walking 
around an abandoned mill town. The “homelike” feeling that townspeople and developers 
in the Master Planning Committee meetings repeated over and over to each other became 
fascinating for me once I began meeting people on the campus who said they would 
absolutely never live in a home repurposed from of an old state mental hospital. From 
that contrast, the decommissioned hospital became the backdrop for questions about how 
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history gets factored into plans to redevelop a stigmatized space with memories and 
stories so complex.  
 All the buildings of Medfield State Hospital are closed to the public today. Unless 
the boards have been ripped off, or if you have become friendly with the Groundskeeper, 
there are no ways to get into the buildings. Even without getting inside, people often 
describe the experience of being there as emotionally moving and thrilling. You can go 
right up to the buildings and touch them. You can run your hands across the brick and 
Figure 19, Brick feels. Courtesy of Kellan McNally. 
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feel the century-old mortar crumble between your fingertips. You can hold your ear up to 
a sealed door or basement window and question what you think you might hear. 
 Medfield State Hospital is a place for imagining. All the buildings have stoops 
that you can climb and several have ground-level concrete porches that you can step up 
onto. In the rear of the campus, on the men’s side, there is one porch that is enclosed with 
newish-feeling chain-link fencing. You can walk up the stairs to a swinging chain door 
that is padlocked closed, keeping you from stepping onto the porch. Gripping on to the 
fence from the outside often brings up questions for me about what it was like to be on 
the other side and looking out. Spots like this on the campus seem to invite visitors to 
reflect on the experiences of patients and employees. During a visit to the campus in the 
fall of 2015, I wrote, “Medfield State Hospital is all texture if you dare to touch.” I often 
felt a little fearful when I would go up to this particular chained-in porch as if 
incarcerated people were still behind the fence or inside and looking out at with offense 
at must have looked look like romanticizing or “state hospital selfies.”   
 
“Drawn to this” 
Medfield State Hospital has some familiarity for me. A key figure in this story is 
someone who has never been to Medfield State Hospital or to the town of Medfield, my 
grandmother. Joan Winterburn McNally, RN retired in 1995, for a second time, after a 
career as a psychiatric nurse at a state hospital in Connecticut. She retired the first time 
when Norwich State Hospital in Norwich, Connecticut started closing down in the early 
1990s. She then went back to work for a few more years “in the community” because she 
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missed the work, “but it wasn’t the same,” something other former employees of state 
hospitals told me about the new institution of community-based care. 
“And believe me. We had three hospitals in Connecticut, and they were filled! 
When I went to work for Norwich State Hospital, after I got married and was 
home with the kids for eight years, there was 4,000 people in there. That was just 
patients. I don’t remember how much staff but probably half as many on top of 
that.” 
 
 I have my backseat memories of listening to my grandmother tell stories in the car 
about her work at Norwich State Hospital. The male patient who teased her by calling her 
“Lady Trevor” after a 1930s movie star, and how well he seemed to know this bothered 
her. The male patient who struck her in the face one night turning a corner down a long 
corridor. She told me that he was scared and startled and that this was why he did it. The 
era of “Indian psychiatrists” beginning in the early eighties and one psychiatrist, whom 
she admired most, who had to get sober after he drunkenly crashed his car one night 
leaving the hospital. 
 Family conversations often center around my grandmother and our shared 
curiosity for her work at the state hospital. Her stories reveal her understandings about 
treatment and the respect she holds for institutions like the state mental hospital within a 
society’s larger configuration of caregiving. Similar beliefs were echoes during 
conversations with participants I interviewed. Many of my grandmother’s stories, similar 
to those stories told to me by long-time town residents who grew up with the hospital as 
their neighbor, come to the role of Thorazine and other first generation “anti-psychotics” 
as a turning point in the history of treatment in state hospitals.  
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Family friend: In 1955, what drugs would a schizophrenic person get? 
My grandmother: Well, for the schizophrenics, in the middle of the 50s, I think it 
was the late 50s, Thorazine came.  
Family friend: Before that though? 
My grandmother: You had no drugs. 
Family friend: Valium? 
My grandmother: God, no. Valium.  
My uncle: Lobotomy? 
My grandmother: Yeah. Oh, yeah. 
My uncle: In fact, Thorazine was called the chemical lobotomy.  
Family friend: What were the downers before then? 
My uncle: They used to do cold baths. 
My grandmother: Yup. They used to do cold baths and hot baths. And mummies. 
In fact, in nurse’s training, we all had to be wrapped up like a mummy. And, I’m 
telling you. All the students, and the only thing out was your head. That’s a scary 
feeling, let me tell you.  
Family friend: I believe you.  
 
 Medfield State Hospital was a familiar space to me even before I started to visit 
the campus. My grandmother’s stories had been bringing me there for years. The project 
presented me with an opportunity to reflect on my upbringing in a family where 
particular truths about mental illness were hard to question, and that I had already starting 
to explore and challenge as a social worker. The dialogue that I value so much with my 
grandmother is not often based on similar thinking about what is good for people and 
where people need to be for healing and help to happen.  
  
A changing campus 
Medfield State Hospital was also at a turning point when I began to visit the 
ground. When the facility was officially decommissioned by the Department of Mental 
Health in 2003, it went into the control of the commonwealth’s Division of Capital Asset 
Management and Maintenance (DCAMM). I began to visit the campus when it was still 
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under DCAMM. The property was sold to the town of Medfield in December 2014 with 
an agreement to share a portion of the proceeds from its redevelopment with the state. 
That agreement, however, did not require the town to redevelop the property for 
commercial, residential or mixed use, and since its purchase, proposals to completely 
level and demolish all parts of the campus have been as much on the table as any. 
 Through a combination of participant observation and qualitative interviewing I 
earned welcome into town discussions about how the property would be re-made. I 
regularly visited the meetings of the Medfield State Hospital Master Planning Committee. 
I went to town votes in the high school gymnasium. I attended community fairs where 
updates and presentation from the Master Planning Committee were shared. The town’s 
three selectmen called together the committee, made up of volunteer residents, many with 
experience in preservation, law, planning, and construction. Held twice a month and open 
to the public, I visited master planning meetings irregularly for three years and came to 
know many of the members and attendees. They also came to know me and engaged with 
me with varying degrees of interest and comfort. People at the meeting started to whisper 
to me in ways that gave me context so I understood the exchange of emotions and politics 
I was starting to observe. I learned early on that I should not sit at the main table during 
community events and that I should stay against the wall, off to the side and toward the 
back. I only asked one questions during my nearly twenty visits to the meetings.  
 The master planners could often become heated and divided. A section of 
fieldnotes gives a sense of these meeting. 
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“It’s not fair to the people of the town! The people have said that they want open 
space  and recreation and they don’t want a high density of housing. It’s all in the 
big cake mix.”  
 
 The gentleman’s usual silence is broken. He is one of the town’s oldest residents, 
well into his eighties, and speaks frequently about how he represents “at least one third of 
the town.”  Tonight he is angry and slamming his hand on the table, a move that upsets 
his males peers who call him out. A friend motions to calm the aggravated speaker who is 
now almost yelling and standing with his fists on the table. Whispers in the room remind 
me that other members of the committee have even resigned over disagreements. People 
seem committed to maintaining decorum so that no other exits happen from table and 
then end up in the rumor mill about ineffectiveness from the committee.  
 The angered gentleman is advocating for the near-complete demolition of all 
buildings on the campus and to return the property to open space for recreational use. 
“We value the land for its environmental importance and its opportunities going forward. 
Take down most of the buildings because they are unredeemable anyways.” That 
judgment on the buildings stirs the room. It takes almost no time for me to recognize how 
different people are looking at and evaluating the buildings for their poptential. 
 
A note about pseudonyms 
 
 The use of pseudonyms to mask and protect the identities of participants is 
customary in ethnographic research. Anthropologists create names for their informants 
and locations as part of a set of measures believed to maximize the privacy of those who 
contribute their stories and knowledge to the public discourse. People share information 
from their lives that is potentially sensitive and, as such, “each person has the right to 
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have every possible effort taken to protect that information from falling into the hands of 
anyone who is not authorized to have access to it” (Whiteford & Trotter 2008, 53). These 
efforts include ensuring the confidentiality of data and the privacy of the persons who 
share it for the benefit of research. At several times during this project, participants asked 
me to pause the recording. One told a story about an aunt who spent a decade at least at 
Medfield State Hospital after she was raped as a teenager. She said it took her years for 
her to learn about her aunt’s true story who would visit the family for several days at a 
time over long weekends and holidays, and always arrive dressed in nurse’s outfit, 
pressed white dress and hat. She said her family made her aunt pretend to be a nurse 
around the children because they were ashamed by her rape and, she speculated, how it 
hurt and changed her. This participant was not comfortable having this part of her 
family’s story recorded during the interview.     
 The use of pseudonyms is taken for granted in social science research. Jerolmack 
and Murphy (2017) suggest the practice of “masking” people, places, and organizations 
assumes a pseudo-generalizability of subjects, treating case idiosyncrasies as unimportant 
and inhibiting comparative analysis. Scheper-Hughes (2001) also critiques the 
convention, arguing,  
“I have come to see that the time-honored practice of bestowing anonymity on our 
communities and informants fools few and protects none — save, perhaps, the 
anthropologist. And I fear that the practice makes rogue of us all — too free with 
our pens, with the government of our tongues, and with our loose translations and 
interpretations of village life” (12). 
 
Students come to believe by coining fake names they somehow automatically respect 
participants and at the same time protect privacy. These reflex understandings ignore the 
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privilege of pseudonyms for participants with enough cultural capital so that a breech in 
privacy would upset reputation and social standing. 
 Picking names for participants felt insensitive at Medfield State Hospital with its 
own history of anonymizing identities within the vast namelessness of patient records and 
diagnostic labels. Of course, the likelihood of discrimination against those who receive 
psychiatric treatment calls for their absolute privacy. In clinical documentation, the 
personal stories that patients offer about the real condition of their lives that precipitate 
suffering are entered medically into hospital records that are then purged. Apologetic 
responses from DMH officers become “brick walls” for family members seeking 
information about relatives who came to Medfield State Hospital. These correspondences 
begin, “State regulations permit the destruction of impatient records older than twenty 
years” and end with,  
“This may seem unfair or burdensome, especially for older records.  But the needs 
of our particular client population to always consult freely and openly with their 
mental health care providers — without fear that the sensitive nature of their 
histories and diagnoses might one day be revealed without their permission — has 
very practical relevance. I am sorry that I cannot be more helpful in responding to 
your request.” 
 
The use of pseudonyms in research involving psychiatric patients pretends as if those 
participants’ lives are anything other than only interiorly known and then privately 
forgotten. Their intimate accounts are always masked. To then create a fake name for 
someone because the interaction is ethnographic rather than clinical further anonymizes 
the already de-identified. It also minimizes the structural muzzles that are placed on 
psychiatric patients who speak clearly about the social conditions that precipitate their 
suffering only to have their observations medicalized and called symptoms. For these 
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reasons, I provided pseudonyms to no one in this project. Instead, I refer to participants 
by their roles in town and in relation to the hospital: The Groundskeeper, the High School 
History Teacher, the Selectwoman, the Last Superintendent, the Campus Cop, the Nurse. 
Names that appear in the annual reports are maintained and represented as such.  
 
 
Data Collection and Results 
 
 Data collection for the project consisted of two separate approaches to 
interviewing participants: brief interviews and semi-structured interviews. Most brief 
interviews were between two and five minutes long methods and happened by 
convenience on the campus of Medfield State Hospital. Brief interviews also occurred 
during public events where issues were discussed related to the hospital, its purchase by 
the town or its redevelopment. Brief interviews were part of participant observation and 
usually happened in the public utility building where meetings of the Master Planning 
Committee took place, in the high school gymnasium where votes and visioning sessions 
happened, or during walking tours on the hospital’s campus that were open to the public. 
This method was inspired by Sobo's (2009) work with the five-minute rapid assessment, 
presenting participants with a single, focused, and discourse-opening question “to collect 
data quickly when time is short and action or immediate utility is prioritized” (215). Brief 
interviewing allowed for more active participation during the events so that peoples’ 
interests in and understandings about the hospital could be engaged through quick 
questioning. These settings also allowed for observations on group behavior and 
composition to occur. 
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 Newspaper articles, Annual Reports of the Medfield Insane Asylum (1896-1914), 
cemetery records, communications from the Department of Mental Health, local 
television stories about hospital happenings, and historical vignettes from early journals 
of neurology and psychiatry added texture and context to qualitative interviews. A 
dialectic relationship soon formed between the history of the hospital that I learned by 
studying the archival materials and the oral histories from the space that participants 
shared during brief and semi-structured interviews. For example, I never found or heard 
of anyone finding that mythical stack of charts that could verify peoples’ stories of 
exploitation and abuse. A written or material record, what one participant called 
“remnants,” was often the target of curiosity for those many visitors to the campus who 
dared to trespass into the hospital’s interior. This background offered through archival 
materials was sometimes made messy by the contrasting knowledges of interview 
participants, some who reported more formal study of the hospital’s history, such as the 
groundskeeper and the high school history teacher, and by others who spoke from 
personal experience as perhaps a security guards, an inpatient nurse or a patient’s 
relative. Both archival sources of history helped reveal how concepts of mental illness, its 
treatment, and those who suffer most seem to shift with social change.   
 Semi-structured interviews were most frequently born out of relationships with 
people I began to know from visiting the hospital grounds. Familiar and friendly faces 
began to appear during sunset walks around the campus. Surface chatting about 
someone’s dog’s personality turned into deeper inquiries about people’s relationship to 
the hospital and their emotional response to being at this place. These encounters, 
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especially when followed up with bumping into each other at public event about the 
hospital or in the town market, led to asking if they might consider participating in longer 
audio-recorded interviews. Participants often named other people who they thought might 
want to be interviewed, telling me, “You know who you need to speak with is…” In 
research terminology, a method of recruiting participants by convenience later included 
chain-referral between participants as the project deepened. This network of connections 
linked me to former employees and volunteers who did not lived in Medfield and had 
grown distant from hospital matters.  
 Twelve people participated in longer semi-structured qualitative interviews, each 
lasting between forty-five and ninety minutes. I gathered twenty brief interviews with 
people on the hospital campus and at community events. Because Medfield State 
Hospital is a public space that draws visitors for diverse reasons, brief interviews were 
focused on engaging people who were there on the hospital’s physical campus. Walking 
around the campus, I might observe someone walking a dog or setting up a camera I 
asked them if they were interested in answering some questions for me as part of a 
graduate school research project. I then asked if they minded me recording their answers 
for later analysis. Participants of semi-structured interviews were provided a written 
consent form that described the study and were allowed time to review and ask questions 
before giving consent to be interviewed and audio-recorded. I assured all participants that 
their identities would be concealed and de-identified.  
 I did not interview children or approach anyone who appeared to be a minor, 
although there were times when children approached me. Those unplanned conversations 
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were noted in my reflections and field notes but not recorded. There were also times 
when children were accompanying an adult, usually a parent or grandparent, and those 
adults often did participate in brief interviews with me.  
 For both brief and semi-structured interviews, participants answered questions 
and spoke with me as we walked together around the hospital campus. This moving 
method helped to capture data related to the participant’s understanding of and behavior 
in the space. Anderson (2004), Carpiano (2009), and Evans and Jones (2011) argue this 
method is helpful in research that seeks to observe and record how participants 
experience a space. Walk-along conversations at the hospital campus added emotional 
texture to peoples’ comments. Participants remembered something and then walked me to 
it: that creaking door, that whistle sound, those scratch marks on the brick. They told 
stories about how they engaged with the space, actively revealing their interests and their 
concerns.  
Me: Would you go in? 
Woman: I would. 
Me: You are so brave. 
Woman: I think I know where one is that I could get into. It’s across the street. I 
heard that the one across the street and down the hill was part of the farm. That 
they had a farm and they had cows and they tilled the land and people, you might 
know this more than I do, that they tilled the land and then locals would come 
here and buy the fruits and vegetables.  
Me: Off of the hospital? 
Woman: Yeah. And that’s across the street. I drove over here the last time I was 
here and I came by myself and I was walking around and I thought I heard 
something. So I went over to the building because I parked on that side and so I 
went down and there were these teenagers inside! So I said, I know if they are in 
there, there is a way in. You know, follow the teenagers. They know. I went to the 
window and there were all kinds of creepy spiders so I didn’t go in plus I was by 
myself.  
Me: Is that the worst that you’re afraid of, spiders? Are you afraid of the other 
stuff people think is here? 
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Woman: Uh, not really.  
Me: No. 
Woman: Not really. I think that’s kind of cool. If I saw a spirit, I’d be happy. 
Although, some of the people were put here, not because they needed to be here. 
That’s the thing. 
Me: Because of? 
Woman: Have you been to the cemetery. 
 
I wish she had said more or I had asked her to say more about why people came here if 
they really did not need to. While some people seemed to respond with hesitation to my 
approach, sometimes giving only one word answers, most participants spoke at length 
about their impressions of the space, the perspective on state hospitals, and their 
experiences with mental illness, sometimes personal. 
 Many of these brief interview participants were people who lived locally either in 
the town or in neighboring towns. In other instances, visitors to the hospital came from 
many miles and hours away. Some were paranormal thrill seeking who came with plans 
to find a way into the buildings. At least one person returned to try and get back into the 
building but discovered that since the sale of the property by the state to the town, the 
security of the buildings had been significantly improved and entry was much harder.  
 
Analysis  
 I transcribed audio recordings from brief and semi-structured interviews. I also 
transcribed audio recordings of community events connected to the hospital. For 
example, when the Division of Capital Asset Management and Maintenance (DCAMM) 
turned the hospital’s old landfill into a public park overlooking the Charles River, a 
requirement set by the town before reaching a purchase agreement, I was there for the 
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ribbon cutting to hear and audio record the commemoration speeches. When the Medfield 
State Hospital Master Planning Committee (MSHMPC) called a town meeting to share 
the findings of its survey (258 responses) on repurposing the purchased property, I was in 
the high school gymnasium to audio-record the presentation and interview residents. 
When the hospital groundkeeper gave a public walking tour around the campus titled, 
“The history of mental health treatment in the 20th century,” I audio-recorded the event. 
Audio recordings of these community presentations, of brief interviews during these 
events, and of the other brief and semi-structured interviews, became the basis for my 
analytic chapters. 
 Although all audio recordings were transcribed, I spent more time listening to the 
audio-recordings than I did reading the transcriptions. This happened mostly out of 
necessity and a sense of anxiety. As a graduate student with a full-time job, I realized I 
would not become familiar enough with my data by reading over the transcriptions alone. 
I decided to upload the interviews files to my phone and then started listening to them as 
I biked back and forth to work. This probably sounds a bit dangerous but the bike paths 
of the Emerald Necklace from Roslindale to the Fenway neighborhood, where I work, 
were calm enough in the mornings to focus on the recordings while I biked. The four 
mile ride gave me an extra hour each day to listen to participants’ stories about the 
hospital. I really disliked doing this at first. More than the sound of my voice, something 
everyone seems to struggle with, I felt embarrassed by my rookie research moves caught 
on tape. There seemed so many missed chances to do better, to pull for more from a 
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participant, and to shut up and limit my commentary. I kept hearing the clinical social 
worker rather than the ethnographer in the interviews.  
 With time and repeated listenings, I became more patient. I think my interview 
style changed too. Sometimes I even liked it. Listening to the recordings over and over 
again also made me feel closer to the participants and sensitive to the little things the 
recorder picked up. When the almost ninety year old superintendent apologized after he 
realized he asked me the same question twice. The way he thanked his son who came in 
from the cold to check on us after knocking icicles down from the gutters outside. The 
rumble and crash of ice falling off the roof, our startled responses caught on the tape, 
gave me more from the recording than the transcriptions could do.  
 Listening to the recordings over and over again also made me more 
compassionate for the participants. The little things the recorder picked up became larger 
reflections of their values and positions in the subject. There was the interview with the 
Cemetery Memorialist who asked me three times to stop the recorder. She was maybe 
eighty years old when we met at the public library to speak. Each time I paused the 
recorder it seemed to create space for her to say something she could not ensure another 
person would want known.  
Me: Why do you think the patients ended up in that cemetery? Were their families 
just not coming to see them? 
Woman: Many of them, during that time, well, you took them to the state hospital 
and they were there for life. They just forgot about them. I guess, it was such a 
disgrace or stigma or whatever, they just never bothered to come back.  
Me: They brought them to the hospital and then they never left? 
Woman: They never left. (Pointing to the recorder) Shut that off for a minute.  
Me: Sure. 
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The recorder goes off. I cannot remember now what she told me during the pauses. It was 
likely about her own connection to state hospitals. She alluded before to a niece who was 
diagnosed and living in mental illness. Or it could have been a memory about the 
pushback she got from the community when she first proposed the cemetery project. She 
told me about some early reactions from people who said it would cost too much to give 
all the buried patients in the cemetery their own headstones. This time when the recorder 
comes back on I comment on our stopping and starting.  
Me: You are pretty careful to not say anything. 
Woman: Oh, yes. And especially at this point. And it’s probably, I don’t know, 
seven or eight years ago that all this took place.  
Me: But is it controversial? 
Woman: Not anymore. I don’t think so. 
Me: It seems like it was the right thing to do.  
Woman: It was the right thing to do, and everybody will agree that it was the right 
thing to do. But at this late date, I don’t want to step on anybody’s toes. 
 
Without time spent with the audio data, on my bike, on foot the grocery store, or on 
weekend drives home to Connecticut, these moments might not have stood out to me in 
the ways that they did.  
 I wrote down and audio recorded field observations from community events and 
walk-along interviews usually on my way back to my car. I audio-recorded large public 
events such as town meetings where voting occurred or when the Master Planning 
Committee presented updates to the town about progress made toward redeveloping the 
hospital campus. I frequently typed my observation into a computer or hand-wrote notes 
based on my participation and observations at community events. I also watched and 
transcribed section of dialogue captured in video-recorded public conversations. For 
example, I analyzed sections of an interview between the Town Selectwoman and the 
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Last Superintendent of the hospital and of a public walking tour on the grounds about the 
history of treatment. When the Groundskeeper was organizing dates for “The Treatment 
Tour” as it came to be advertised, he asked me to speak about the history of hydrotherapy 
at the hospital, a topic he knew I was becoming more and more interested in. I spoke for 
about two minutes to a crowd of forty people. This level of participation was rare in my 
fieldwork but still consistent with the spirit of participant observation in ethnographic 
studies. 
 Once interviews were transcribed, I employed interpretive methods to analyze 
data. Narrative analysis allowed for a closer look into the ways that people tell stories 
about this decommissioned space. Attention to narrative storytelling is important for a 
place like Medfield State Hospital because understandings about the history of state 
hospitals and how and why this era in mental healthcare ended reveal cultural beliefs 
about who gets to labeled mentally ill, what it means to have that label, who receives 
care, and who does not. I was interested in hearing how people explained the end of the 
state hospital era and the movement from deinstitutionalization into the system of care in 
the community, which employs me. Social and economic factors find unequal recognition 
within dominant cultural practices of storytelling that explain the closing of state 
hospitals, like Medfield State Hospital, in terms of moral advancement and the 
technological improvement of treatment. These storytelling traditions frequently describe 
the importance of work in the lives of state hospital patients but rarely speak about how 
the loss of that work factored into the closure of this entire system of care. That is the 
story I hope to share here.   
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 CHAPTER FOUR: SICK AND ABLE 
 In November 2012, an interview with the hospital’s Last Superintendent aired on 
the local Medfield television channel. I found the video on Youtube and, before I 
watched it, only two others had seen it according to the link’s view-count. I was excited 
to find the recording because it acquainted me with the Last Superintendent a few weeks 
before we planned to sit down together. Our meeting took place on a Sunday in his living 
room one snowy winter weekend. The video also introduced me to show’s host, a 
respected long-time resident of Medfield and former selectwoman, who was frequently 
mentioned by participants when they spoke about the “good relationship” kept between 
Figure 20, Hayfield below the Building for Excited Males. Courtesy of Kellan McNally. 
67 
 
the hospital and the town throughout the years. In 2013, the Former Selectwoman 
received a Lifetime Achievement Award from the town. The local Tab covered the story 
the night of the award ceremony and with friends and family, coworkers, and neighbors 
there to celebrate her accomplishments, one man remarked,  
“Medfield is a far better place because she has lived here for almost 50 years. I 
don't know how she did it all, but she did. The next time someone tells you 
women can't do it all, just tell them about her.”  
 
 The Former Selectwoman produced a show on local TV called “Medfield People” 
showcasing hour-long interviews with “Interesting people. Ordinary people. Not so 
ordinary people. Special people. Very special people. People to know. Medfield People.” 
The program opens with drum beats and skippy music before settling on the host and her 
“victim” as she calls him, seated together at a boardroom table with a pair of coffee 
mugs. Smiling straight into the camera, she says,  
“My victim or guest today is someone I assume lots of you probably know. He 
worked at the state hospital for years and he is going to tell us all about how he 
got to Medfield, how he got to the state hospital, some good stories about the 
hospital and the past. So, here he is!”  
 
 An exchange of memories quickly takes off between the Last Superintendent and 
the Selectwoman, each of them sharing stories from the hospital days. She recalls her first 
time going there as part of a women’s group of nervous volunteers, “shaking all the way 
up.” She wants to talk about patient care and asks the Last Superintendent to tell a story 
about a stand-out employee. When he isn’t specific enough, she provides a memory of 
her own.   
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Former Selectwoman: There were a lot of dedicated staff there... 
Last Superintendent: Hard, hard workers.  
Former Selectwoman: Because they knew that most of the people they were 
helping would never get out. It was very sad. I remember going up to the 
cookouts they would have in the summertime to thank all the volunteers. We’d go 
up and have these big cookouts, and it was so sad because you knew. One of the 
EMTs and I went up for the cookout and we were sitting with this man who had 
nobody with him at all and then we found out it was John Bradley... 
Last Superintendent: Hmm, I remember that name.  
Former Selectwoman: Who had killed his mother? Murdered his father and then 
jumped off of the bridge over Route 128. 
Last Superintendent: Yes. Yes. 
Former Selectwoman: He was a member of MENSA. A beautiful artist. 
Last Superintendent: We had to build a special cage for him.  
Former Selectwoman: A special secure cage, right, in the Clark Building that was 
just for him. He was wonderful to talk to and very very bright, an artist, and we 
would bring pictures up and he would copy them. We would give him inspiration 
to do something else. I’m not sure whatever happened to John. A lot of stories up 
there.  
 
 John C. Bradley, Jr. murdered his parents in 1973. The story was everywhere after 
the murder occurred. Police went to the family’s home in another suburb outside Boston 
and discovered his mother dead in bed with a stab wound to her back. His father was 
found sitting in front of the television, still on, his head smashed with a sledgehammer. 
Bradley was twenty-four years old when he killed his parents. Diagnosed with paranoid 
schizophrenia, he was found to lack criminal responsibility for reasons of his own 
insanity. He was committed to Bridgewater State Hospital before a lawsuit in 1982 forced 
the Department of Mental Health to move him to “an intermediate level of security,” 
which became his double-locked “special cage” in the Clark Building of Medfield State 
Hospital.  
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Figure 21, Watercolor of hospital farm. Some of the buildings and features in the farm image include the 
apple orchard, cow barn, cow pastures, cornfields, stone crusher, greenhouse, root cellar, and chicken 
coop. Unpaid patient-workers served in all these areas. Courtesy of T. Sweeney.  
Figure 22, Photograph of hospital farm. Courtesy of D. and D. Nowers. 
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Before the Idle Mental Patient 
 
 Confining psychiatric patients after incidents of such extreme violence ensures 
their and others’ safety at the same time that it limits their engagement in rehabilitative 
programming. A beautiful artist and MENSA member, the Former Selectwoman’s story 
calls attention to the injustice of wasted potential that afflicts so many people living with 
mental illnesses. By the early-1990s, as she recalled, Bradley was walking around the 
hospital grounds and eating barbecued chicken with other patients at the summer 
cookouts. Freed from his “special cage,” Bradley’s condition remained one of idleness. 
His inactivity was not the result of solitary isolation.  
 A string of lawsuits throughout the 1960s and 1970s were successful in elevating 
the rights of disabled people to be paid fair wages for work done on behalf of the 
institutions. Chapter Five, Active to Idle, Docile to Dangerous, looks at the history of 
these lawsuits, their effects on the treatment of the patients, and their impacts on the 
overall solvency of the state hospital system. An economy of scale that had relied for 
over a century on the free labor of the patient-workers, the reforms halted hospital work 
programs and radically changed the everyday lives and habits of the patients. After three 
boys, my grandmother returned to working as a nurse, this time at Norwich State Hospital 
just down the road from her and my grandfather’s home in Norwich, CT. She took work 
as a psychiatric nurse just after the lawsuits and talked about how the reforms impacted 
patients who were previously active in the industrial therapy programs.   
My grandmother: Then they just started sitting around and doing nothing but 
smoking and they couldn’t sleep at night.  
Me: Why were they sitting around? 
My grandmother: Because there was nothing for them to do.  
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Me: What had they done before? 
My grandmother: They worked over at the farm and in the mattress shops and 
tailoring and all that.  
Me: When you started at the state hospital those programs had just ended? 
My grandmother: They’d just stopped them. I can remember the farm was across 
the street and I used to ride by there before I was even hired and I would see 
everybody out there working.  
Me: How would you help the patients to sleep if they weren’t tired? 
My grandmother: We had to get medication for them. That was crazy. 
 
 An image of the idle mental patient sitting in front of a television and smoking 
cigarettes all day was not always the case. Like my grandmother, the Former 
Selectwoman also remembered a earlier time before the patient-labor programs ended. 
She recalled during her interview with the Last Superintendent,  
“The farming was wonderful. You’d go by and see them all out there working and 
smiling, sometimes singing, and I thought, how much better for them to be out 
there doing that then sitting up in a building with a television on and a cigarette in 
their hands. It just seemed to be so much more inspiring and so much more 
beneficial, mentally as well as physically, I would think.” 
 Stories buried in the hospital’s annual reports and interviews with participants like 
the Last Superintendent and the History Teacher present an image of a different mental 
patient, not idle and unable, but active and skilled. These stories of working patients form 
a historical counter-narrative to commonplace perceptions of mental illness today. Like 
Waxler’s analysis of leprosy (1981) and how “stigma may be linked to particular 
historical and cultural conditions specific to each society” (177), stories of patient-
workers challenge popular beliefs about idleness and inability as unfortunate but 
unavoidable features in the lives of those psychiatrically disabled and born of the nature 
of the illnesses themselves. Of course, not all patients at Medfield State Hospital did 
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work for the institution. Many were so distressed and, likely, reactive to their 
confinement that industrial therapy was impractical. Moreover, readers should not infer a 
prescriptive corrective link between mental illness, employment, and disability, meaning 
simply that the culture of now is somehow getting it wrong when it comes to people 
diagnosed with mental disorders. The history of work programs in state hospitals is not 
an example of getting it right. That sort of romantic inference invites dangerous 
misunderstandings about institutional life, lionizing coercion, and supporting cruel and 
regressive policies aimed at making things in America great again. This chapter seeks, 
rather, to reveal a difference that sets the stage for exploring how a culture, this culture, 
came to associate mental illness so firmly with unemployability and disability. This 
chapter prepares the way for thinking about mental illness as based in shifting temporal, 
historical, and cultural contexts rather than in a hardwired and fixed nature. 
 
Figure 23, The hospital dairy barn. When the roof needed replacing in the 1924, patient-workers were 
recruited and trained to complete the job using asbestos shingles. Courtesy of the Medfield Historical 
Society. 
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A hospital at work  
 To be a patient of Medfield State Hospital until around 1960 was to also be a 
worker. Idleness was bad for patients and for the institution. The term “patient-worker” 
refers to patients doing unpaid skilled work on behalf of hospitals. In studies of 
institutional servitude and the therapeutics of labor, patient-worker is differentiated from 
resident-worker, the latter referring to individuals with intellectual and developmental 
disabilities working in state schools (Beckwith 2016). I use patient-worker to refer 
Figure 24, Industrial therapy. Industrial therapy program on the first floor of a women’s cottage 
with patient-workers seated at looms. This photo was likely taken during the 1920s. Courtesy of 
the Medfield Historical Society. 
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specifically to those patients working in state institutions of psychiatric care like the 
Medfield State Hospital.  
 Not all patients at Medfield State Hospital worked but everyone was seen as able 
to work. Those who would not receive the benefits of industrial therapy were sent for 
other specialized treatments like hydrotherapy and electrotherapy in order to be later 
returned to the work programs. In his 1922 report to the state, Superintendent Cohoon 
explained,   
“The healing of mental diseases is greatly retarded and often impossible when 
idleness is enforced upon the afflicted, or when occupation is available only in 
unsuitable and poorly lighted basements… That activity within the hospital 
usually designated as medical is not only scientific but benevolent.” 
 
Throughout the first half of the twentieth century, the hospital became a place of 
increasingly self-contained and robust industries. It fed itself. It clothed itself. It 
produced. What it did not need got traded with other institutions in a marketplace of 
patient-made goods and services. Upon discharge, recovered patient-workers often 
became employees at other state institutions where their skilled labor was needed and 
careful supervision could be ensured. As Superintendent Earl K. Holt, M.D. wrote in 
1940,  
“An important contribution to the maintenance of the institutions is furnished in 
the industrial department. Many useful articles, including clothing and other 
supplies are manufactured, new mattresses are made and old mattresses 
remodeled. A substantial proportion of the items produced in the shops are made 
from salvaged materials which would otherwise be wasted.”  
 
This economic system of mental hospitals and state schools continued into the 1960s. The 
Last Superintendent recalled this marketplace of goods traded between institutions during 
our meeting at his home. He remembered how, after moving with his family to the 
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campus in 1954, Medfield State Hospital produced “enough milk in the cow barn to give 
Cushing all the milk they used.” Cushing General Hospital was in nearby Framingham, 
Massachusetts. It opened in 1944 and had a capacity over 1,800 beds. When he was hired 
on as steward, Medfield State Hospital’s census hovered around 2,000 patients plus other 
staff. By the Last Superintendent’s estimate, Medfield State Hospital generated enough 
milk to feed almost 4,000 patients plus employees between the two facilities. 
 The administration’s focus on surplus generation was at times a detriment to the 
patients’ wellbeing. Writing in 1940, Superintendent Holt boasted,  
“The use of canned eggs as a substitute for eggs produced on the farm, to 
diminish the requirements of fresh eggs and thereby create a surplus of fresh eggs 
available for transfer and sale to other institutions, was also initiated.”  
 
More than milking cows and fetching eggs at industrial scale, patient-workers also 
clothed themselves, and the hospital then exchanged its surplus of patient-made goods for 
needed items produced by patient-workers in other nearby institutions. Patient-workers 
made boots, shoes, slippers, hats, aprons, dresses, pants, shirts, vests, socks, 
undergarments, and nightgowns. Patient-workers made pillowcases, pillows, blankets, 
mattresses, and quilts. Year after year, the hospital’s trustees advocated for deeper 
commitments from the state to build the facilities needed to keep the institution self-
sufficient. Writing to the governor in 1919, the trustees explained,  
“The space at present available for this department is entirely inadequate, but with 
more space there is good reason to believe that this department could be 
developed to such extent as to be able to do practically all of the minor repair 
work required in the institution, viz., mending, sewing, weaving, knitting, 
upholstery, rug making, frame making, brush making, repairing of tinware, 
basketry, canning and preserving, etc.”  
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By the 1920s, orders to incorporate industry into the everyday lives of patients exceeded 
available space. The hospital’s trustees began to describe patients working in “poorly 
lighted and ill-ventilated rooms in the basements” of their dormitories. Again, the trustees 
requested more state funding to construct specialized industrial therapy buildings “not 
only from a humane but from an economical standpoint.” 
 If manufacturing was the wrong treatment for a patient’s condition then perhaps 
kitchen work or farm work would offer a therapeutic response. Patient-workers were as 
active in these areas as they were in the tailor and mattress shops. Patient-workers canned 
Figure 25, Patient industrialism in a single year. Courtesy of the Archives of the Massachusetts 
State Library. 
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two thousand gallons of green vegetables in 1918 under the direction of the hospital 
dietician. The tables below are from annual reports and they show the production of 
goods by patient-workers in a single year. As described in the 1923 report,  
“Year by year, during the summer months we are increasing the number of female 
patients who work in the gardens. Practically all green vegetables and fruits are 
harvested by the female patients. It is the policy of the hospital to take out a rather 
slightly disturbed group of patients and the effect open them from a standpoint of 
physical health and improvement in conduct is excellent.” 
 
Those patient-workers who did not participate in manufacturing programs or farming 
programs provided services. Planting, painting, patching roofs, building walls, tending to 
crops, haying fields, milking cows, slaughtering pigs, gathering eggs, grading walkways, 
and mowing lawns were just some of the jobs done by patient-workers.  
 For some patients, industrial therapy programs were an opportunity to acquire the 
skills needed to then be discharged and reintegrated back into the labor force outside the 
institution. Many patients-workers though came to the hospital with job skills learned 
before admission. The annual reports collected detailed lists of patients by occupations. 
Male patients admitted in a single year could include the following occupations: butcher, 
carpenter, chef, clerk, cook, elevatorman, farm hand, fish cutter, foundryman, gardener, 
hotel keeper, janitor, kitchen worker, laborer, laundryman, machinist, metal worker, 
millhand, moving-picture operator, musician, painter, physician, piano carpenter, 
restaurant worker, rubber worker, seaman, tailor, and waiter. For female patients their 
premorbid occupations differed only slightly: Christian Science practitioner, music 
teacher, clerk, polisher, cook, stewardess, librarian, domestic laborer, tailoress, draper, 
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dressmaker, and houseworker. Admitted patients gathered together a powerful collective 
of skills and services essential to the sustainability of the institution. 
 The annual reports describe patients discharged as “recovered” and maintaining 
employment outside the hospital with regular visitation by the hospital’s social workers. 
Figure 26, Lead shoes. Two photographs of lead shoes found at the Vermont 
State Hospital. Lead shoes were routinely attached to the feet of patient-
workers in the fields of that state hospital’s farm to stop them from running 
away. Courtesy of Deegan. 
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The superintendent described in the 1918 report, “Employed patients are requested to 
write to the social worker once a week, and are visited as family-care patients once a 
month.” Many of these patients lived with foster families outside the hospital that were 
selected,  
“only after investigation of home conditions, and their character and ability to 
care for patients is attested by responsible members in the community.”  
 
The social worker in the 1920 report, Catherine V. Lynch, shared stories of patients 
transformed through the therapy of labor during their time at the hospital. That year’s 
report cites an almost two-year period of treatment (“from January 2018 to November 
1919”) for one female patient before her discharge to employment outside the hospital. 
Lynch explained,  
“During her residence in the hospital she was employed as a housemaid, and 
earned the reputation of being an efficient worker.”  
 
Before coming to the hospital the patient’s admission assessment revealed,  
“that this woman had been arrested twenty-eight times for drunkenness, and had 
served a corresponding number of jail sentences during the years 1910 to 1918, 
inclusive… In addition to the habit of alcoholism there was a history of 
immorality and the consequent acquirement of a venereal disease.” 
 
Through sustained work she was known as someone able, helpful, and productive, 
perhaps also coming to know herself in these terms. According to the report, the patient 
was discharged into “the care of a woman manager who exercised careful supervision” 
and  
“at the end of this year, the report is highly complimentary. She has shown no 
desire to return to former associates or practices. She has earned the same wages 
as that paid to fellow workers employed in this business, and has devoted her 
earnings to the buying of clothing, paid an oculist and a dentist for treatments, and 
in addition has a bank account.” 
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Figure 28 (right), Chapel. Courtesy of Kellan McNally. 
Figure 27 (above), Chapel. Courtesy of Kellan McNally. 
Figure 29 (below), Chapel. In the center of the campus, 
the Chapel anchors the symmetry of the hospital. It housed 
mostly Christian and some Jewish services, pageants, 
concerts, and dances. The town has said that if every other 
building on the campus is torn down, the Chapel will be 
saved. Courtesy of Kellan McNally.  
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Realizing and Resisting the Cottage Plan 
 
A state hospital’s ability to function like a village unto itself was written into its 
original design. The end of the nineteenth century knew fewer than three cottage-style 
insane asylums “out of a hundred or more institutions in this country” (Lyon 1893, 61), 
most others Kirkbride-style. Modeled after the Belgian village of Gheel, Lyon argued that 
the cottage planned hospitals provided best for  
“a class of carefully selected chronic and harmless cases who, before they are 
distributed though the numerous small houses of the place, undergo a period of 
probation in a systematic hospital” (1893, 61).  
  
Others warned against conflating the plan’s form with its function. Pilkington (1985) 
wrote,  
“A nearly symmetrical array of buildings organized around a central green, with 
communal dining facilities and a chapel located at the center — an obvious 
attempt to replicate the community scheme of a New England town center but 
nevertheless an artificial community located far away from the nearest non-
institutional settlement” (25). 
 
 There were always patients in Medfield State Hospital who did not work; 
however, the annual reports suggest those who did not were either so old or physically 
sick that they actually could not work. Other patients were so reactive to being confined, 
coping with and suffering from the circumstances and events that preceded their 
admissions, that they were first treated in the “excited wards” so that they could later 
work. A patient whose disease resisted treatment became a site for greater care and 
control through interventions aimed at functionally restoring this readiness to work. Like 
a village, the institution depended on maximizing the working potential of its inmates, 
and it deployed a class of attendants to ensure progress toward that goal. Psychologist 
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Bruce Levine, Ph.D. (2012), highlights the ways that psychiatry permits itself to 
“marginalize those who buck the system” and to psycho-pathologize people who react 
justly to an increasingly authoritarian social context. For Levine, symptoms of mental 
illness are often healthy acts of protest against cruelty and injustice. Sociologist and 
psychiatrist, Jonathan Metzl, M.D., describes in The Protest Psychosis (2009) how a 
tradition in state hospitals to recuperate patients by combining  
“oft-barbaric treatments such as hydrotherapy or insulin shock combined with 
extensive vocational rehabilitation [and] skills training… fell by the wayside as 
hospitals became prisons” (211).  
 
He continues,  
“During the first half of the twentieth century, the idea that even criminally insane 
persons might improve with treatment and return to their lives functioning was a 
viable concept. The goal of institutions was not merely to warehouse people, but 
to recuperate them” (Metzl 2009, 210).  
 
The body that hosts mental disease became the target for the recuperative practice of 
work within an institutional context where that work was needed even if also unpaid. 
 Medical anthropologist, Aiwha Ong (1988), has studied spirit possessions among 
female factory workers in Malaysia as a form of resistance against violated moral 
boundaries and abject exploitation. As she writes,  
“What seems clear is that spirit possession provides a traditional way of rebelling 
against authority without punishment, since victims are not blamed for their 
predicament” (33).  
 
The female bodies of factory workers begin as “instruments of labor” yet become sites of 
control for practices of gender, health, and education when deviance and resistance 
negatively impact production (Foucault 1980; Ong 1988). At Medfield State Hospital, 
“excitement” interfered with the patient’s readiness for industrial therapy, 
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compassionately relegating her to treatment for that excitement rather than punishment 
for disobedience. Ong (1988) explains: 
“[B]iological and psychological interpretations of spirit possession defined the 
affliction as an attribute of individuals rather than stemming from the general 
social situation. Scientific concepts, pharmaceutical treatment, and behavioral 
interventions all identified and separated recalcitrant workers from ‘normal’ ones; 
disruptive workers became patients” (37) 
 
A change in form was not a change in function. Perhaps quainter, like a village, Medfield 
State Hospital’s purpose remained the same and it still operated as an institution. State 
hospitals were what Erving Goffman called “total institutions” (1957), encompassing of 
the person’s whole being, undercutting individuality, and reducing people to patterns of 
behavior consistent with their ascribed roles. Patient rights advocates and disability 
scholars like Pat Deegan (2011) and Ruthie-Marie Beckwith (2017) call attention the 
history of mental patients (and residents with intellectual and developmental disabilities) 
forced to work for the institutions that housed and confined them. Deegan toured the 
Vermont State School and learned about the use of lead shoes on the farms. Heavy lead 
shoes were attached to the feet of resident-workers in the fields of the school’s farm. 
Chains fed through holes in the soles of the shoes linked patients to each other, restricting 
them from moving any more than a few strides away from each other at a time. By the 
late 1960s, patient rights lawyers were organizing lawsuits against a system of 
institutional peonage long set in place. One attorney, Bruce Ennis, highlighted the 
inherent problems in a system where the idleness of a patient then only increased the 
demands put upon paid attendants who had to complete the work that the patient-workers 
would not do. The workload of the attendants increased with the recalcitrance of idle 
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patients (Beckwith 2016). Citing examples of how attendants managed the defiance of 
one patient who resisted her kitchen work, Beckwith (2016, 112) quotes Ennis’ 
description of how the attendants  
”threatened to enter unfavorable notations in her record, took away her cigarettes, 
ignored her physical complaints — she frequently suffered from headaches in her 
lower back and legs — turned off the TV in the middle of whatever program she 
was watching, and in general made her life on the ward so disagreeable that she 
was forced to choose the drudgery of the kitchen over the antagonism of the 
ward.” 
 
 
 
Hydrotherapy and Sexual Deviance 
 
Like other state hospitals before the introduction of psychotropic medication, 
Medfield State Hospital was home to an elaborate apparatus of hydrotherapies. 
Hydrotherapy took place in “sedation suites” where water treatments were applied to the 
bodies of patients at differing temperatures, durations, and pressures. Depending on the 
clinical problem of the patient, specific regions of the body were targeted with a 
prescribed regimen of treatment. Jets of water were coarse and steady or needle-like and 
punctuated. Water might be hot or cold or both hot and cold at once. Patients could know 
when they water was coming or, at other times, be surprised, plunged or doused without 
warning to induce therapeutic shock. Wrapped in wet blankets, packed in ice, submerged 
in tubs, sprayed standing naked in showers or closed into steam cabinets, hydrotherapy 
was an elaborate system of treatments and technologies.  
 Historical texts reveal some of the clinical theory behind hydro-therapeutic 
treatment. From Practical Hydrotherapy: A manual for students and practitioners (Pope 
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1909), the author recommends treating patients with two or three — sometimes four — 
trained nurses “in constant attendance” (416). He adds,  
“Forced feeding is a necessity, and the author agrees with Clouston that eggs and 
milk must be given in enormous quantities if we wish to succeed in restoring 
these patients to health” (1909, 416).  
 
Thomas Clouston was a Scottish psychiatrist who also wrote extensively about 
hydrotherapy and its application in the treatment of physical and mental disease. In his 
writing, he described the application of both baths and wet wraps in the treatment of 
patients with mania. Lecturing in 1884, Clouston advised his students,  
“In the acute states of mania the neutral bath is decidedly the measure of securing 
proper sedation. It is best administered by giving the patient a hypodermic of 
myosin so as to overcome his struggles and objections, and as a soon as possible 
placing him in the bath with a cold turban upon the head. It is often remarkable to 
note the beneficial influences of this form of hydrotherapy. The duration of the 
bath should range from thirty minutes to several hours. When this cannot be 
Figure 30, Sedation Suite blueprints. Additional hydrotherapy facilities were added to select wards on both 
the male and female sides of the campus during the 1920s and 1930s. These images were shared with me 
by the Groundskeeper in preparation for the public “Treatment Tour” on the hospital grounds. Courtesy of 
the Groundskeeper.  
86 
 
carried out we may employ the full pack 
wrung out of water at a temperature of 
110°F and the patient accurately and 
carefully enclosed therein. The duration of 
the pack should range from one to two 
hours, and if found effective may be 
repeated again within eight to twelve 
hours.” 
 
 I had the chance to talk about 
hydrotherapy during a “treatment tour” on 
the campus for local people interested in 
hearing about the history of therapies at the 
hospital. It was a windy Saturday in 
October and the Groundkeeper, who 
organized and led the event, introduced me 
to a crowd of some fifty who came for the 
tour. Having circled the campus once, the 
group was nearing the end of tour when the Groundskeeper shifted to my part. He 
announced, “I invited Kellan because he is a graduate student at Boston University and I 
thought he might talk a little about hydrotherapy.” He then turned to a familiar story of 
the murderous attendant who scalded a patient to death in a bathtub. “In this building 
there was a man killed when his ward attendant walked away after he was immersed in 
scalding hot water.” The audio-recording picks up a woman in the crowd shrieking as she 
hears this. “His ward attendant was given thirty days in the Dedham jail and then came 
back to work.” The same voice cries out again. The Groundkeeper’s introduction folded 
this story of murder into the topic of hydrotherapy, setting a tone for my comments that 
Figure 31, Needle shower. Courtesy of Pope. 
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became hard to complicate. Before handing the microphone to me, he finishes, 
“Hydrotherapy was popular for a while and then it probably went out of favor in the 
1950s.”  
 Like the scientific study of drugs on mood, thinking, and behavior, hydrotherapy 
was a highly elaborated family of researched and regulated clinical practices. In my brief 
presentation, maybe three minutes long, I list off hydrotherapy’s discrete applications, 
stopping to describe the perineal douche and its treatment of “sexual weakness.” This 
topic feels close to me as a gay man whose sexuality and sensibility was called a mental 
Figure 32, Continuous baths. From C. Pope’s Practical Hydrotherapy (1909), Hydriatic 
equipment for the needle shower and the continuous bath would have been found in the 
“sedation suites” installed on the wards for Medfield State Hospital during the 1920s and 1930s 
as the institution took on increased responsibility for treating mental disease. Courtesy of Pope. 
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illness until the American Psychiatric Association (APA) removed it from the Diagnostic 
and Statistical Manual of Mental Disorders in 1973. I shared these details with the crowd. 
I mention how some patients even ate, were forced to eat, their meals submerged in the 
baths. The audience sighs.  
 The chance to present information on hydrotherapy feels remarkable when I look 
back on it now. It exemplifies a process of participant observation so central to the 
ethnographic method. Everything I shared with the crowd was information I had not 
known before starting graduate school in medical anthropology. I had not learned about 
the history of state mental hospitals in social work school or been engaged to think 
critically about previous the eras of mental health treatment before this current time so 
dominated by psychiatric medications. I had not considered the move to drugging 
patients to be a cost-saving strategy for the institutions whose administrators were 
looking to automate care and withdraw from staff-intensive practices like hydrotherapy 
(Richardson & Walker 2018). Sedating patients with chlorpromazine freed the hospitals 
from hiring and sitting pensioned nurses next to patients in tubs at risk of drowning or 
burning to death.   
 In the end, I am incredibly polite. I praise Massachusetts for being a less coercive 
place, perhaps trying to restore balance after the Groundskeeper’s leading tale of torture 
that introduced to the topic. I say, 
“Hydrotherapy reflects a tradition in Massachusetts of trying to limit the amount 
of restraint and coercion that is a part of mental health care. This is probably what 
makes Massachusetts one of the few states in the country that does not have 
mandatory outpatient therapy.” 
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My hope was to frame hydrotherapy as a humane and gentler approach to extreme 
agitation and unrest compared to restraining and solitarily confining distressed patients. 
Like most things related to the history of state hospitals hindsight complicates rather than 
reinforces dominant cultural narratives about the barbarism of these places. I highlighted 
hydrotherapy’s labor intensive staffing, noting how a single treatment might require 
upwards of four nurses working together to calm and monitor the patient. Nurse-to-
patient ratios on acute psychiatric units today (approximately one nurse for every eight 
patients) pale in comparison to the robust staffing of the hydrotherapy era. The practice 
of psychiatric nursing in this time of psychiatric medicine has also changed considerably 
and is less hands on today apart from physical restraint. I say I bit more to the tour group 
before finishing. 
“In Massachusetts restraint is not considered treatment. Hydrotherapy reflects an 
effort to bring about therapies that limited the need to use force in managing 
patients who were struggling.” 
 
Speaking to the crowd, I leave out how “the miracle of Thorazine” automated nursing 
and allowed for a reduction in budget-busting state employee pensioners, an untold 
history that had as much to do with the drug’s immediate economic effect as it did a 
therapeutic benefit to the patient. And while the third chapter considers more closely the 
central functional role that sedative drugs hold today in psychiatric care I invite thinking 
about Thorazine, Haldol, Risperdal, Zyprexa, Abilify, Rexulti and whoever comes next as 
agents within a larger project of controlling labor costs and automating care. 
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Gender therapy 
 In that other graduate thesis, the one I did not write, I would have focused 
exclusively on the history of homosexuality in state mental hospitals. Looking back now,  
I guess I talked myself away from that specific topic, recalling the voice of a past clinical 
supervisor who discouraged me similarly from applying for a clinical internship in a 
Figure 33, Perineal Douche. From C. Pope (1909), “The perineal 
douche is a modification of the jet, and is applied through a nozzle 
directed from the floor, the patient being seated upon a stool through 
which a hole has been bored to permit the stream to reach the 
perineum” (187). Courtesy of Pope.  
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community health center that specializes in LGBTQ health. He told me I would 
pigeonhole myself professionally “as a clinician who is only able to work with one sort of 
population.” This thesis and its focus on the importance of meaningful activity and 
skilled labor in the lives of people diagnosed with psychiatric disorders is somewhat 
broader in its applicability. Its selection over a study of homosexuality in state hospitals 
also reflects these pressures to be relevant despite my genuine interest in this topic. 
Relevant for who though? 
 The two subjects are not unconnected. I include here aspects of that history 
related to this topic of work in the lives of psychiatric patients. The history of 
hydrotherapy to treat homosexuals and other "sexual deviants” in state hospitals 
illustrates what medical anthropologist Aiwha Ong means when naming how disruptive 
bodies become sites of control for practices of gender, health, and education (Ong 1988). 
One treatment recommended during the era of hydrotherapy for homosexuals with the 
diagnosis of “sexual weakness” was the perineal douche. The procedure was also 
prescribed for the treatment of constipation, spermatorrhea, prostatitis, urethral irritation, 
and pruritus among other conditions (Kellogg 1900). The sexually weak male patient was 
placed naked into a cabinet latching shut around his neck if escape or resistance were 
precautioned. Only his head was exposed outside this enclosed box. A spigot underneath 
his seat directed a jet of water upward upon the perineum, the tender stitch of skin 
between the anus and the scrotum. Its practitioners argued the perineal douche “should be 
gently applied at the start and gradually increased in force” (Pope 1909, 187).    
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 Labor in the state hospitals was prescribed in stereotyped ways with male patients 
assigned to do work in the dairy barn, landfill, and stone crusher, and women segregated 
into domestic work, picking vegetables, mending aprons and dresses, preserving the 
harvest, assisting the physicians’ wives with housekeeping and childcare. Physicians 
prescribed therapies such as the perineal douche to those men who struggled to realize 
their capacity for traditional gendered work, and who demonstrated other traits 
inconsistent with stereotyped masculinity. The douche was used to cleanse sexual 
deviants of fantastical and impure ideas. Writing from Massachusetts in the 1840s, early 
American psychiatric hydrotherapist Pliny Earle explained, “The douche compelled the 
man to sacrifice truth on the altar of fear” (Leavy 2006, 20). The procedure was probably 
better at discouraging patients from speaking openly than drowning away aberrant and 
emerging sexualities. 
 The American poet John Wieners was a patient at Medfield State Hospital during 
the 1960s. He spoke later in his life about the prevalence of homosexuality in state mental 
hospitals. 
“They’re looked on as somewhat apart, more extravagant in gestures and 
mannerisms. Most of the women are oversized, usually with masculine 
characteristics. And the men seem to be underdeveloped as to an ideal manhood. I 
supposed they are in those institutions just because we have created stereotypes 
roles of what people should look like, what they should wear, how they should 
converse. Because these individuals fill none of these roles, they’re incarcerated” 
(Weiner 1986, 293). 
 
Wieners also spoke about how “the individual sense of particularity is sapped” in the 
state hospital. 
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“You have little will to bother with yourself in the hospital — other than to get 
breakfast or a few hours of television or avoiding a fight with another patients and 
avoiding being noticed and therefore chastised by a nurse or orderly” (293).  
 
His years of treatment in several hospital across the state happened after the work 
programs ended. 
“Resentment and outrage are chained down — I wouldn’t say removed — just 
repressed through medication and regimentation, the identical clothing. Your own 
goods are taken away or if they are returned, they are labeled with your name. If 
you’re lucky, you get a locker or a place, but they get mixed up with other 
patients’ clothing, and if you don’t want a fight, they’re worn by someone on the 
ward” (293). 
  
His words create a sense for the idle waiting and monotony that helped push 
deinstitutionalization into fuller expression.  
 
The end of work  
 When a string of lawsuits at the end of the 1960s began halting work therapy 
programs across the country, an estimated 211,000 unpaid patient-workers in state-run 
mental institutions were suddenly without their jobs (Beckwith 2016). The plaintiffs’ 
attorneys successfully argued that patient-workers should be paid fair wages — at that 
time, no less than seventy-five percent the compensation of a non-disabled person in 
accordance with the Fair Labor Standard Act (FLSA). The Fair Labor Standards Act of 
1938 established the minimum wage, time-and-a-half overtime pay, and protections in 
the employment of youth. When President Franklin Delano Roosevelt signed the bill, he 
responded to critics who warned the law would stifle economic productivity and 
American competitiveness. He shot back,  
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“Do not let any calamity-howling executive with an income of $1,000 a day tell 
you that a wage of $11 a week is going to have a disastrous effect on all American 
industry” (1937).  
 
Legislators during the 1960s went after the tradition of institutional peonage in state 
mental hospitals by arguing patient-workers fell within FSLA’s definition of employee. 
Amendments to FSLA in 1966 redefined employee to include anyone “in connection with 
the operation of a hospital, an institution primarily engaged in the care of the sick, the 
aged, the mentally ill or defective who reside on the premises of such institution.” 
Patient-workers were state hospital employees.  
 The seventeen lawsuits around the country between 1964 and 1978 did not 
challenge the basic idea that work was therapeutic nor did they argue that by working the 
patients were being denied other, better treatments in the hospital. The lawsuits made 
Thirteenth Amendment claims arguing the patient-workers had gone unpaid for years of 
hard work and, as legal employees of the state hospitals, should be paid back-wages and 
compensated moving forward. To work the patients without pay was to keep them 
enslaved. The stories of patient-workers like Eugene Souder in Souder v. Brennan (1974) 
became echoed before judges hearing anti-peonage cases in courtrooms across the 
country. Souder testified,  
“When my parents died in 1940 I was forced to go and live at Orient State in 
Ohio. I was fourteen years old. I worked in the kitchen of my cottage seven days a 
week. On five days I worked eleven hours a day. On the other two days I worked 
five hours. And after that I did housekeeping and yard work. I had two days off a 
month and was paid two dollars a month for kitchen work and two to three dollars 
a week for yard work. I lived and worked at Orient State Hospital for thirty-three 
years” (Beckwith 2016). 
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 I decided to ask the Last Superintendent, who had been living on the campus with 
his family since the 1950s, if he remembered the end of the work therapy programs. I 
started by asking him to share any memories of patient-workers from Medfield State 
Hospital. This is a stretch of conversation and fieldnotes from an interview at his home.  
 It is a bitterly cold day in February and we settle into the living room to speak. 
The room is warm and bright with winter sun reflecting off icy snow on the front lawn. 
Me: I wanted to ask you about patients and the importance of work and physical 
activity and labor because it seems like those were a big component of 
rehabilitation for patients. 
Superintendent: As far as I was concerned, it was the best rehabilitation program 
that we had. And at one point…  
 
There is a sudden crashing sound from outside that interrupts him. From his relaxed 
position in a plush recliner, the Last Superintendent strains to look over his shoulder as 
the noise outside happens again. The fabric of recliner is maroon, the rug in the room is 
maroon, and the afghan on his lap is maroon.  
 Superintendent: What the hell was that? 
Me: Your son is getting some of the icicles off the roof. 
Superintendent: Oh, OK. But – excuse me. I lost my train of thought. 
Me: It’s okay. Speaking of rehabilitation and work… 
Superintendent: We used to have the crews go down and work in the vegetable 
gardens. And, strawberries. Well, I think we were the only institution that had 
strawberries twice a week or three times a week for everybody. We had real nice 
strawberry patches. I had one in the back of my house too. The one benefit you 
got too, by the way, was a male patient to take care of your outside and a few 
female patients to take care and help with the housework inside. 
Me: So, a patient came and did housework? Patients did? 
Superintendent: Yes. 
Me: For the staff? 
Superintendent: Yes.  
Me: How was that? 
Superintendent: I thought it was a good program, but the do-gooders decided we 
had to pay them. And it was all right and we had to pay them. We didn’t pay them 
much, I think it was ten or twenty cents an hour. But we did pay them. And it got 
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them off our backs. They thought it was slave labor because we didn’t pay them, 
but they used to love to work, go out in the grounds with the attendants and get 
out of ward where everybody was screaming and yelling. And they really found 
comfort working in the vegetable gardens. 
 
He disagrees with my use of the word labor and clarifies his position by explaining,  
“Well, it was to keep the patients occupied. I didn’t feel it was really labor. And 
they used to love to go out and be outside. They didn’t want to stay in the wards. 
It was a relief to them.”  
 
For the Last Superintendent and the superintendents before him work was therapy. Daily 
skilled activities — outdoors, guided, often with animals, involving difficult tasks done 
cooperatively — comforted those who accepted it. It also provided them with an escape 
from the vengeful attendants and screaming patients in the wards who could but were not 
receiving the benefits of that work. Like superintendent Cohoon wrote in 1922, several 
superintendents before the Last, work was not just medical science, it was benevolence. 
The Last’s Superintendent’s wife joins us after forty-five minutes with two tall glasses of 
cranberry juice. The sight of more maroon and my head begins to swirl as I lose track of 
the line between exploitation and care. 
 
The work of coping 
 One afternoon while walking around the campus I met a man with memories of 
coming to the hospital as a boy with his dad who was a police officer in town. He 
described himself as an animal control officer and counted at least nine dog bites so far 
that year.  
“What are we on now? Nine this year? Unleashed dogs biting other dogs. The 
biggest problem is our leash laws allow them to do what they’re doing but if you 
don’t have three-second recall then it’s out the window.”  
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Leashes are part of today’s language of care and control, used frequently by clinicians to 
describe their work with people receiving mental health services in the community. 
Supervisors direct junior clinicians to keep particular clients on “tight leashes” when 
concerns arise about their level of risk and safety in the community. 
 A lifelong town resident, the Animal Control Officer shared memories of patients 
wandering away from the hospital and into the neighborhood yards not far down Hospital 
Road.  
Animal Control Officer: We lived real close, and every night there would be a 
patient at my house and it would go into the shed and grab all the tools. It was the 
same guy typically. He would take all the tools and stack them up in front of the 
house.  
Me: Ever figure out why? 
Animal Control Officer: No. He liked going into sheds and he liked grabbin’ 
tools. I think my dad said it reminded him of when he was a kid with his parents 
doing gardening and stuff because that was real common.  
Me: If he was an older patient maybe he had done that kind of work up here. 
Animal Control Officer: That’s true too. So my dad knew his name. Knew exactly 
where he was bringing him. How to get him back in, and it was just, like, “Oh you 
got loose again.” I mean, he wouldn’t do much. He was harmless.  
Me: He was harmless.  
Animal Control Officer: He was a harmless patient. And ninety percent of them 
were harmless. It’s just sometimes they had that outburst and that outburst could 
be…  
 
He lets the sentence drop without an end. 
Me: How would he get back to the hospital? 
Animal Control Officer: My mom would call my dad frantically every time. “He’s 
back!” And my dad would come from the station, pick him up and bring him 
back. Honestly, he was almost like a friend to him at that point. A lot of people 
who got released from up here worked up here before. They were harmless but 
they definitely had a lot of odd traits. I think they came here originally with some 
oddities going on and then they became actual workers here and I think it 
rehabilitated them working here with the other patients. They missed being here. 
They had structure here and they knew exactly what their role was and when they 
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lost that they got really bummed out. Society didn’t accept them the way it 
wanted. 
 
 The Animal Control Officer’s belief was that the wandering patient missed 
working, not that he rummaged through the shed for a sledgehammer to smash in the 
skull of his fearful mother watching from the kitchen window. Although the Animal 
Control Offer described the patient’s behavior as odd, he also saw him as harmless and 
confused, drawn symbolically to the shed as a place where he could restore a lost sense of 
productivity.  
 Psychiatric treatment today provides its recipients with little in the form of 
vocational training and career counseling. The Recovery Education Program at Boston 
University’s well regarded Center for Psychiatric Rehabilitation offers nothing in the 
form of focused career counseling and jobs skills enhancement. Instead, the program’s 
course schedule includes classes on Developing Your Drawing Skills, Embracing Loss, 
and Mindful Eating. With deinstitutionalization, mental health treatment has become 
decoupled from assurances of employment and housing, standards of care and core 
provisions of the state hospital era.  
 Chronic idleness has become commonplace in the lives of psychiatric patients in 
the United States. People with psychiatric diagnoses today are twice as likely to be 
unemployed as people without a diagnosis and the burden of that unemployment lands 
heaviest upon those over the age of forty-nine (Luciano and Meara 2014). Young adults 
between eighteen and twenty-five years old are the fastest growing age group applying 
into US Social Security disability programs (SSI/SSDI) for impairments related to a 
mental disorder (McNally and Frueh 2013). The literal toolbox of the patient-workers has 
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been replaced today with a metaphorical toolbox of coping skills that mental health 
practitioners, like myself, impress upon patients. Repeatedly documented into electronic 
health records, coping skills exercises are meant to prove to watchful insurance 
companies that the experts are doing professional things. Coping skills also help people 
deal with the very real suffering that comes with the systemic loss of opportunity and 
careers in full-time survival. Many people become patients today to acquire the tools and 
practice the skills needed to find and keep employment, and many are successful in that 
care. For a growing number of people living with mental disorders and the embodied 
impacts of these illnesses and their treatments, the skills of self-care and chronic illness 
management are the labors of daily living.  
 The history of patient-labor in state mental hospitals challenges commonplace 
perceptions of what it means to be mentally ill. By highlighting these untold stories of 
productivity and of the capacity to do work, this chapter argued that contemporary 
conflations between severe mental illness and unemployability that exist today live 
within a historical and cultural context, not as truths based in nature. Familiar images 
today of idle mental patients smoking and bored in front of televisions were not always 
so. The chapter that follows shares participants’ stories and memories to track this 
transformation in public perceptions and meanings of mental illness beginning after the 
work and industrial therapy programs were shut down. Memories of active, able, and 
harmless patients turned into those stories of extreme violence and danger that dominate 
understandings of mental illness today.   
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CHAPTER FIVE: ACTIVE TO IDLE, DOCILE TO DANGEROUS 
 
 Many people I interviewed grew up “in town” and had memories from their 
childhoods of the state hospital days. Even those who had not directly worked for the 
hospital at some point during their early adult years — a summer job home from college 
— retold their parents’ and neighbors’ stories of working at the hospital. The High 
School History Teacher said his mom walked away from her position at the hospital after 
Figure 34, Little league baseball. When I first saw these erected metal bars in the center of the campus I 
thought they were part of an old swing set. The History Teacher told me, instead, that they formed the 
backdrop to the little league baseball diamond. The bars fell over a few weeks after this photo was taken, 
making it harder to know that a children’s baseball league once played on the campus of this mental 
hospital. Courtesy of Kellan McNally.  
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a female patient kicked her in the stomach when she was pregnant with him. That 
experience did not keep him from routinely visiting the campus after he was born. He 
became friends with the Last Superintendent’s son and spent weekend nights sleeping 
over his house on the hospital grounds. The History Teacher spoke about pinball games 
in the canteen, dances in the chapel, and little league baseball games on the campus 
green. Because of a shortage of recreation space in Medfield, the hospital let the town use 
of a large field in the center of the property for youth baseball games.  
 Walking together on the grounds, he recalled,  
“We had our little league games and practices up here. As kids we would play and 
it was just normal that in the middle of a game patients would wander over third 
base. We’d stop, they’d wander across, and we’d continue playing.”  
 
I asked him if he thought the patients enjoyed watching the boys play.  
“Oh, absolutely, which was great for us kids because normally at your little 
league games you only had your parents there. But we’d have seventy-five or 
eighty patients watching and they’d be cheering. But it wasn’t…” 
 
After a pause of several moments, he explained an important difference between then and 
now. Like others in town would soon tell me too, the History Teacher emphasized how 
perceptions of mental illness had changed over the last fifty years and since he was a little 
boy. This became a theme to which he returned several times during the interview and 
then during later conversations together.   
“I had no fear, no physical fear. We were terrible in the sense that we would 
pretend — I shouldn’t tell you this — we would pretend that we were Mickey 
Mantle or Willie Mays and we’d be signing autographs. They’d ask for them. “ 
 
I questioned the History Teacher’s certainty that the patients were so easily fooled into 
believing a bunch of scrawny boys were major league baseball players. He laughed 
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considering that maybe the patients were equal caretakers in the charade and were also 
having a little fun with the boys.  
 The History Teacher also shared stories from the 1930s, 1940s, and 1950s that 
elder townspeople told to him. During these decades and up until the start of 
deinstitutionalization in the mid-1960s, the number of patient on the hill hovered steady 
Figure 35, Costumes. Photograph by Diane Arbus of residents in a state school for people with intellectual 
and developmental disabilities dressed for Halloween. The image is titled “Untitled 49 1970-71.” Courtesy 
of The Estate of Diane Arbus. 
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at around 2,200 patients. It was during these earlier decades that the annual reports began 
dedicating special attention to “Amusements and Entertainments” within descriptions of 
the administrative and clinical programs. For instance, the 1936 report describes weekly 
dances with a live orchestra composed of employee musicians “with a special costume 
dance on Halloween night and a costume dance with prizes for costumes on New Year’s 
Eve.” These stories remind me of the photographer Diane Arbus and her images of 
costumed adults with developmental disabilities living in state schools during the 1960s.  
 Like little league baseball on the campus, the History Teacher’s stories of dances 
in the chapel revealed a soft boundary between the hospital and the town, open enough so 
that patients and townspeople frequently shared space and came together to enjoy public 
events on the grounds. Recalling one of the memories told to him by an “old-timer” in 
town, the History Teacher shared a story about dances in the hospital chapel that 
townspeople also attended. He explained,   
“The hospital had its own orchestra made up of staff and they would play at the 
dances. This old-timer said it was hysterical how they would do it. All the males 
patients would line up on this side of the hall and the females would line up on the 
other, and there’d be a guy in the middle with a whistle. He’d blow the whistle 
and the males would run at the females and the females would run at the males 
trying to get a partner to dance with. He said if you were in the middle then you’d 
be trampled. He said it was the most hysterical thing you ever saw. If town 
residents came up to dance then it was fifty cents to get in but if they agreed to 
dance with one of the patients then it was free.”   
 
The History Teacher’s sense of comedy for the scene questions for whom the hospital 
amusements and entertainment were designed during these blended social functions on 
the campus. These stories also complicate ideas about the state hospital as rigidly off-
limits and segregated away from its surrounding community. As this chapter reveals, the 
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soft and open boundary between the sick hospital and the well town turned hard and 
closed after the end of the work therapy programs and once deinstitutionalization began.  
 
Shifting perceptions and meanings 
 This chapter presents excerpts from interviews at the hospital along with archival 
data from the state hospital’s annual reports and other records to consider shifting 
perceptions and meanings of mental illness over recent decades. A once-common image 
of odd but harmless psychiatric patients singing in the fields of state hospital farms and 
wandering around town morphed into an image of mental illness that continues to evoke 
fear and push for greater control of those labeled as such. The History Teacher, the Last 
Superintendent, the Groundskeeper, the Animal Control Officer, and the Campus Cop all 
remembered how Medfield State Hospital became increasingly responsible for violent 
and psychotic patients after the 1960s. This chapter goes beyond describing shifts in 
perception to look at how policies of the 1960s impacted the everyday habits and routines 
of the patients. Fair wage decisions in courts across the country inadvertently ended 
industrial therapy and farm programs in state hospitals and ascribed new realities into the 
lives of patients left idle within custodial institutions. This chapter presents this history as 
an important untold alternative to dominant cultural narratives that make the “miracle” of 
Thorazine, rather than the end of work therapy, the catalyst of deinstitutionalization.  
 Whereas the previous chapter presented an image of active, able patients for 
whom work organized everyday life, this chapter considers the embodied transformation 
that took hold of state hospital patients once that work was taken away. The history of 
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how patient-labor programs ended during in the 1960s and 1970s highlights the well-
meaning efforts of disability rights advocates and the unintended impacts that fair wage 
lawsuits had on patient-workers and then on the treatment. It was not the lawsuits 
themselves that adversely impacted the patients but, rather, how these lawsuits undid the 
basic economic model of unpaid labor that had sustained the state hospital system since 
its inception. By choosing to shut down the farm and industrial therapy programs rather 
than pay the patient-workers for their labor the state hospitals became responsible for an 
idle and increasingly restless population of agitated patients for whom new forms of 
confinement and chemical control were introduced to ensure their sedation and the safety 
of those around them. Participants spoke of changes in the public perception of mental 
illness after the 1960s that grew out of a political and economic context that idled and 
disabled psychiatric patients, altering their bodies and their everyday habits and 
redefining what it means to be mentally ill to this day. 
 
Growing up with the hospital 
 
 Many participants shared childhood memories of patients from the 1950s and 
1960s before the work therapy and farm programs ended. As the History Teacher 
explained,  
“The patients were just part of the woodwork. We weren’t afraid of them. Sure we 
thought they were odd and we’d laugh when we saw them or something like that, 
but I don’t think anyone had any fear.”  
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Participants recalled responding calmly to patients who wandered away from the hospital 
and into town. As a child, the Campus Cop remembered how patients would stroll into 
his yard and play with him and his friends on the front lawn. As mentioned in the last 
chapter, the Animal Control Officer shared his memories of a confused male patient who 
repeatedly removed tools from his father’s shed not long after the work programs ended, 
perhaps, as he interpreted, because he missed the skilled work he had known for years.  
 Walking one afternoon around the hospital grounds with the History Teacher, he 
pointed to the neighborhood nearest the hospital. This is cul-de-sac community of 
Figure 36, Postcard of the Doctor’s and Nurses’ Homes. Also called “The Superintendent’s Cottage,” the 
house was kept for the hospital’s chief officer and his family. The Last Superintendent said he was the first 
to turn down the home and instead move off of the campus with his family in the 1970s. He said a legend 
about snakes in the basement, told to him by the outgoing superintendent, convinced him not to take 
residence in the home. Courtesy of Kellan McNally.  
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ranches and small capes was built in 1950s just behind the female dormitories on the east 
side of the campus. An open stretch of field backs up to a mature thicket of white pines 
that separates the neighborhood from the hospital. 
“Back then you never locked your doors or anything so the patients would just 
come in and you’d find them sitting in a chair or on your couch and you’d make a 
call and someone would come and get them. I don’t know that anyone ever acted 
violently.” 
 
 The Last Superintendent explained how the hospital’s resident officers (the 
psychiatrists and physician assistants, the steward, and the farm director) moved with 
their families into scattered cottages on the campus. It amazes me still to think about the 
experiences of these young children who grew up on the grounds of a state mental 
Figure 37, The Superintendent’s Cottage. Today the Superintendent’s Cottage is overgrown with trees, 
shrubs, and vines. The doors, basement and first floor windows are boarded closed. The possibility of 
snakes inside makes entrance even more foreboding. Courtesy of Kellan McNally.  
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hospital with some 2,200 patients. Sitting with the Last Superintendent in his living room, 
I asked him to tell me what that was like. He recalled some nervous parents in town who 
would not let their children play with his children up at the hospital. He explained, “Not 
many of the parents would allow their children to come up to our house on the grounds 
but those who did were great.” Instead, he spoke about the fun that the resident officers 
and their families had together. He remembered, 
“We had the best poker game I’ve been in and they were all doctors and 
psychiatrist except me in the game. We had five or so of us in it and we had them 
constantly. My wife used to make muffins and I think they came more for the 
muffins than for the game.” 
 
 Harry “Wally” Gardiner was the son of a psychiatrist who worked and lived at 
Medfield State Hospital with his wife and children throughout the 1940s. Gardiner 
published stories about his childhood memories with the patients, describing times when 
patients would babysit him while his parents went out (Knapp 2013). He remembered a 
patient named Olive who worked as a teacher for the blind before she came to the 
hospital. She taught Gardiner to read braille when he was eight years old. In an excerpt of 
his writing, Gardiner tells the story of a watchful male patient who observed him and two 
friends who also lived on the campus with their families as they built a raft along the 
banks of the Charles River just beyond the campus. He writes,  
“One summer, David, Darel and I spent weeks building a raft on the Charles 
River near the hospital’s power plant. Every day, a patient sat under the same tree, 
in the shade, watching us and offering suggestions but never helping. On the last 
day, when we finished, he congratulated us and left. About an hour or so later, he 
returned followed by our fathers. He had gone to tell them that he wasn’t sure the 
raft was safe for us to launch the next day. Our fathers inspected it and 
pronounced it safe and told the patient he shouldn’t worry because we would be 
fine. We all left and headed home. 
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The following morning, the three of us met and excitedly headed to the raft with 
our fishing poles ready to spend a day like Tom Sawyer and Huck Finn on the 
river. You can imagine our surprise, disappointment, and even anger when we 
found the raft – GONE! We looked for it everywhere without success. Where 
could it have gone? 
 
We rode our bikes to my father’s office to tell him what had happened. He 
thought about it for a moment and made a phone call. When he hung up, he 
smiled and told us he was sure he knew where the raft had gone. Not only was the 
raft missing but so was the patient who had been watching us build it. Once our 
fathers said it was safe, he was off to freedom, headed down the Charles River 
towards Boston. Within hours, the state police found our raft and the patient 
several miles downstream. Our raft was returned, the patient was placed on a 
secure ward, and we finally had the chance to enjoy the fruits of our labor.” 
 
 Medfield State Hospital was almost strictly a place of treatment for adults. The 
History Teacher knew of only one period during World War II when the hospital 
admitted children. It was also during this period that a shortage of hired attendants led to 
the employment of select patients as caregivers for their peers. When the war was over, 
the hospital stripped these attendants of their privileges, dressed them back in their old 
clothes, and returned them to status of patient. 
 The Former Intern told stories about his summer in the early 1970s working in a 
sheltered workshop after the industrial therapy and farm programs closed. He shared a 
story about a male patient in his fifties who was discharged to a group home in one of the 
neighboring towns. This was during the earliest phase of deinstitutionalization. As he 
explained, the decision to relocate the patient came after hospital administrators 
discovered that he had no admission records and was born to a female patient several 
decades before who had since died. The Former Intern said the patient lived his whole 
life on the campus without anyone ever questioning his actual need to be confined in a 
mental hospital. He expressed sympathy describing how the male patient became 
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ensnared in the politics and pressures of deinstitutionalization, among the first of his 
peers identified for discharge. His story ended with the patient’s return the hospital within 
a year, seemingly unable to live outside the only environment he would ever really know 
as home. Fantastical stories like this one can feel more like psychiatric folklore than like 
factual event. Hearing the Former Intern speak, I remember hoping this male patient as a 
boy got to play with the other children who grew up on the campus and, most of all, that 
he was not separated from his mother.  
 
Horror stories during changing times  
 By the 1970s and 1980s, calm encounters with harmless patients had become 
NIMBY (“Not In My Backyard”) protests from town residents determined to restrict 
contact with mentally ill patients on the hill. The boundary was tightening. The transfer 
of new patients to Medfield State Hospital from other hospitals closing during the state’s 
first wave of deinstitutionalization outraged town residents and attracted the attention of 
local journalists. In 1988, one Boston Globe reporter interviewed a Medfield resident 
living in the neighborhood nearest the hospital, the same section of town that the Campus 
Cop, the History Teacher, and the Animal Control Officer characterized with memories 
of odd but harmless patients wandering away from the campus and playing with them in 
their yards. As the neighborhood’s homes turned over and younger families moved in, 
younger parents assumed a more cautious posture toward the hospital. “We have at least 
a hundred kids under the age of twelve in the neighborhood,” one parent told the Globe 
reporter. “I’m afraid.” His fear then shifts to contempt, forecasting times when the needs 
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of patients would strain public resources and end up serving the patients before the town 
residents. 
 “We have volunteer fire and ambulance, and a sixteen-man police force. The 
potential of these patients injuring themselves and each other is high. I don't want 
my ambulance meeting their needs and not mine if my child is here choking” 
(English 1988, 25) 
 
His comments reveal a valuation of the life of a well child over the lives of ill patients.  
 
Figure 38, The eye plays tricks. Ordinary kitchen machinery, like this meat-saw, becomes an instrument of 
torture when it shares the frame with long shadows, broken glass, and a heavy freezer door ready to lock 
tight. Courtesy of Kellan McNally. 
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 In 1988 there were 210 patients remaining on the hill. The Globe reporter also 
interviewed two older residents from that same neighborhood in their seventies who, like 
many of the participants I spoke with, recalled a time of less worry about encountering 
patients outside the hospital. One woman chuckled remembering a patient who wandered 
into her home and “polished off my sherry.” Another recalled finding a patient sitting on 
Figure 39, The neighbors. Aerial photo of the hospital campus bordered with the color orange. 
The nearest neighborhood to the hospital is in the upper right hand corner of the photo above 
the yellow line. Several participants grew up there and had memories of patients wandering 
away from the hospital and into their homes and yards. Courtesy of the Medfield State 
Hospital Master Planning Committee. 
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the stonewall alongside her yard. She explained to the reporter how the patient 
apologized and then said, “I hope you don't mind me sitting here. I just gotta get away 
from all those nuts.” She let him stay and went back inside. According to the article, both 
women refused to sign a petition in town that demanded violent patients from other 
hospitals in the state be denied transfer to Medfield. 
 Throughout this period, Medfield residents demanded increasingly restrictive 
control of those patients who remained within the hospital’s dwindling census. New 
patients admitted after the 1970s often came with highly publicized pasts that invited 
concern about extreme violence. Neighbors and other town residents began to see the 
hospital as a dangerous place full of dangerous people. The boundary became hard. As 
the Campus Cop explained, that transformation went beyond perception to also include 
changes in the level of aggressive behavior within the patient population. “I literally saw 
it all here. Rapes, stabbings, hangings, medical malpractice,” he stressed. “I could write a 
book.” Stories of extreme violence in state hospitals triggered public alarm and attracted 
coverage that fueled the moral discourse behind deinstitutionalization. The push was on 
to discharge every last patient who was not absolutely and imminently a danger to 
himself or others and to confine the rest.  
“One guy wanted me to help him help him write a book actually. Channel 2 did a 
little piece on me when I was here as a campus cop. It never made the air. I don’t 
know what the hell happened. I remember the interview with the camera and me 
standing in the window in my uniform. It was frickin ridiculous.” 
 
 I remember feeling uncomfortable listening to the Campus Cop’s tales of 
violence. In the recording, I can almost hear my discomfort when I suddenly interrupt his 
story with an attempted pivot, asking instead how he thought the hospital would 
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ultimately be repurposed. “What do you think will happen to this place?” He answers me 
quickly, “I have no idea” and goes back with razor-focus to telling me about the violence 
he saw. 
“They brought the worst of the worst out here. Patients that were just so flipping, 
freaking violent. Patients that were just so mentally ill, it was horrible. Violent. 
The shit you see in movies. I remember one guy, we called him Greasehammer, 
and he was an ex-Marine, no joke. We got the call to go down.”  
 
He is referring here to a system that alerted staff anywhere on the campus where to 
respond when there was a crisis. The Campus Cop describes the scene the security team 
found after getting “the call to go down.” The monster in the story, Greasehammer, had 
captured a weaker and physically disabled patient. 
“He had trapped another patient in a wheelchair in a corner and took all the lamp 
cords and spliced them up. Well, he plugged them back into the wall and we 
couldn’t get near him because every time we did he’d zap the guy in the 
wheelchair. Eventually we just had to take him out. Boom.” 
 
 Medfield State Hospital became a place that people avoided. Even the Last 
Superintendent turned down the chief officer’s cottage and instead moved off campus 
with his family when he took up the reigns. The Former Selectwoman described this 
generational shift during her televised interview with the Last Superintendent on local 
Medfield TV. She recalled the public’s reaction to the new era of psychiatric patients in 
the hospital around the 1980s. 
“It was scary. We had marches. One of the elementary teachers at the Dale Street 
School, she ordered some of the marches. We were meeting with people from 
nearby towns like Norfolk and Walpole.” 
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Over the course of his career, the History Teacher also witnessed the switch in attitudes 
about mental illness among the students in his classroom. He watched students become 
more and more afraid to go to the state hospital and interact with the patients.  
“I would ask my students in the 90s and early 2000s how many had been up to the 
grounds of the hospital and no one or maybe one had been up here. They’d say to 
me, ‘Oh no. We wouldn’t go there.’ They were afraid they’d be attacked or 
something like that. They just didn’t come up here. When I was little there just 
wasn’t that stigma but years later, for the students I had, there was.” 
 
He said his students laughed in disbelief when he told them about the crowds of patients 
who cheered him on during his childhood little league games up on the campus.  
 
Sad stories  
 Participants often became sad imagining the everyday lives of patients in the state 
hospital. Especially on the hospital grounds during brief interviews, people shared views 
about Medfield State Hospital as a cruel and coercive place devoid of care. They believed 
that closing the hospital liberated the patients and gave them back their lives. They 
expressed sympathy for the patients by telling tragic stories of suicide by desperate 
patients who ended their lives to avoid hospitalization.  
 One afternoon walking the campus, I met a woman in her sixties taking photos. 
People with cameras, sometimes quite professional ones with tripods and other 
equipment, are fixtures at abandoned state mental hospitals today. Compared to the 
single-structure Kirkbride institutions, Medfield’s cottage plan lends itself to sweeping 
shots that layer buildings within the perspective of a single frame. This time, it was 
autumn in Massachusetts and, as these descriptions go, the maple and oak trees were 
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ablaze with red, orange, and yellow leaves. The woman with the camera told me she was 
also there with her husband who could be heard in the distance playing a trombone and 
bouncing brass sounds into the corners of the brick buildings. His song echoed eerily 
behind the recording. She explained to me,  
“What I wanted was to find remnants of the old times. I found a few doorknobs 
and some spots where hinges have been removed.”  
 
I know the hinges she is talking about. The Groundskeeper removed two sets of ornate 
iron hinges to keep rookie crooks and grifters from getting them first. Her mention of 
hinges gets me thinking about how the language of good mental health so often works on 
the relationship between a person and his hinges. To become “unhinged” means to break 
with reality, to become detached, screws loose, psychotic, delusional, nuts. She shared 
with me her personal connection to state hospitals with the story of a family member who 
killed herself. 
“My aunt, she had mental illness when she got into high school. They threatened 
to put her in a mental ward in Cincinnati, Ohio. There is a big one there. So, she 
killed herself. She ate rat poison on a peanut butter and jelly sandwich. I mean, 
how painful of a death is that? She wasn’t going to let them put her in the 
hospital. My mom said she had been hospitalized one other time and given some 
kind of shock therapy. And I was thinking, if she were alive today, I bet she had 
something really simple, you know, that could have been treated, like a mild 
depression. My mom said she really didn’t ever see her as being ill.” 
 
 Buried within Medfield State Hospital’s annual reporting on deaths each year is 
data on incidents of patient suicide. The reports frequently mention one or two deaths in a 
year listed as “suicidal asphyxiation,” a medicalization that camouflages these stories of 
hanging. The Last Superintendent brought these numbers to life remembering a patient 
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who hanged himself one night. I had asked for a story about love and passion but he went 
instead toward a story of death.  
Me: Were there ever patients that fell in love with each other at the hospital? 
Superintendent: I would imagine so but we didn’t allow it.  
Me: You didn’t? 
Superintendent: But I’d imagine it happened. They’re not dead. They are alive.  
Me: They’re going to have… 
Superintendent: And there’s going to be a sexual… 
Me: Sneaking off in the woods, maybe? 
Superintendent: Probably. Let’s see. I used to be called at night for everything. 
Anything from a doctor being locked out of his room to the worse — somebody 
hanged themselves.  
Me: People did hang themselves? 
Figure 40, The Nurses’ Home. A view from behind “The Nurses’ Home” including the basement floor 
where the Last Superintendent said patient suicides by hanging most frequently occurred. The town has 
plans to turn this building into a boutique hotel. Courtesy of Kellan McNally.  
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Superintendent: Yes. In the basement by the nursing home mostly. We has a 
couple. I don’t know how many. But anyway, when it happened, you couldn’t cut 
them down from hanging themselves until a medical examiner came.  
Me: To pronounce them dead? 
Superintendent: Poor guy. You had to find him and get him up here. It would take 
several hours, and the patient would be hanging there.  
Me: That’s really hard.  
Superintendent: Yes. It was. I would put an employee there to keep everybody 
out, that sort of thing. But, still, it was rough.    
 
 Suicides in hospitals and shortly after discharge are alarmingly prevalent in the 
United States today. A recent Joint Commission study estimated between forty-nine and 
sixty-five suicides happen each year in hospitals across the United States (Williams, 
Schmaltz, Castro, & Baker 2018). The study’s authors predict two-thirds to one-half of 
these suicides will happen each year in inpatient psychiatric treatment compared with 
other medical units. Hanging is the most common method of death, accounting for three-
fourths of all suicides in hospitals today (Williams et al 2018). One third of all suicides 
among patients with diagnosed mental disorders occur within three months of discharge 
from inpatient psychiatric care (Huisman, Kerkhof & Robben 2011). A recent meta-
analysis looking at 17,000 suicides over the last fifty years reported the rate of suicide 
increases by 100 percent within the first three months of discharge from inpatient 
psychiatric treatment (Chung, Ryan & Hadzi-Pavlovic 2017). The prevalence of post-
discharge suicide appears to have increased over that same period from sixty-eight per 
100,000 person-years in the 1960s and 1970s to 646 per 100,000 person years after the 
year 2000 (Walsh, Sara, Ryan & Large 2015).  
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Torture stories 
 A gravitation toward the tragic occurred even among those participants, like the 
History Teacher and the Groundskeeper, who had a fuller library of hospital stories to 
choose from.  People rarely led with stories of caring and kindness. At times, interviews 
with different participants would reveal the same story told in slightly different ways. 
Three years of fieldwork introduced me at least five times to the story of a vengeful 
attendant named F. Osmer Hill who killed a male patient by scalding him in a bathtub of 
hot water. During one of these tellings, the Groundskeeper explained, “There were 
murders here, like the guy that cooked a patient in the research building. He scalded him 
to death and got thirty days in the Dedham jail.” The Groundskeeper’s version of the 
story ends more justly with the murderous attendant’s imprisonment. Other endings, 
though, had the bandit killer escaped away to Maine. 
 Even the Last Superintendent’s memories of kindness and compassion turned into 
horror stories when he recalled treatments like lobotomies on the campus. “It was really 
torture,” he explained. “I don’t know how they did it but sometimes I walked by where a 
patient was being done and, oh, they would scream.” Moments later he has pulled the 
maroon fleece blanket on his lap up over his mouth as he grips it between his teeth. 
Almost ninety years old, he combines treatments to show me the effects of electroshock 
as his body takes on a painful and rigid shape in his reclining chair. “Brrrrrrrrr,” he 
vibrates with his teeth clenched. “Oh, boy. Watch one of those.”  
 During the early phase of fieldwork, I felt drawn to ask participants directly about 
treatments like lobotomies that seemed certain to make for good ethnography. One 
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summer afternoon I met the Former Intern, an older man of nearly seventy who was in 
Massachusetts for a brief vacation. He moved to the Midwest in his late twenties and had 
been there ever since. He recalled a summer in the sixties when worked at the hospital as 
a psychology student. He helped in one of a sheltered workshop program established after 
the hospital farm and other industrial therapy programs were shut down. About ten men 
all diagnosed with schizophrenia, he remembered, spent several hours a day fastening 
plastic casings onto strings of Christmas lights. The Former Intern was far less excited to 
tell me about that work than he was to speak about lobotomies and other curious 
happenings on the campus. He recalled, 
“I don’t know if they did a different kind of lobotomy here because a lot of 
patients had indentations in their skulls. I always thought lobotomies were 
something where you went through the nose. I don’t know why they would have 
had what looked like openings in the skull.”  
 
 I stopped asking for these stories, deciding instead it would be more interesting to 
see who brought up the topic on its own. Prompting participants to talk about lobotomies 
also felt exploitative. Asking and then witnessing the pain and sadness they experienced 
as these memories of torture, of bodies permanently disfigured, came back to them felt 
wrong. It reminded me how uncomfortable I feel when someone, maybe during the lull of 
a dinner party conversation, asks me to tell a work story of someone acting crazy so 
everyone can rejoice in the good fortune of their health. I admit to once or twice taking 
the bait and afterwards it feeling really awful. I also don’t have those friends anymore. 
 Fieldnotes from one evening’s visit to the hospital describe a brief interview with 
the Campus Cop. He drew our conversation toward the horrifying. I wrote the following 
that night after we met. 
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Near the old Superintendent’s house I meet a man who is no older than fifty. We 
speak for about a half hour before he tells me he is there with his girlfriend who 
“wanted to metal detect. So far we haven’t found shit but she’s having a blast.” 
He speaks intensely and his forwardness seems complimented by the silver crop 
of hair on his head and chin. I tell him that during a recent visit to the hospital I 
talked to someone who said she heard about someone else who found a metal 
placard reading, If you find me, return me to MSH. His response signals this is not 
a contest and he is the one with the stories to tell. “I used to be the one that would 
find them when they’d run away. I was a campus cop here.”  
 
The annual reports note escaped patients, often as a separate line in a table of 
patients “dismissed within the year” — discharged, died, transferred, escaped. 
The asylum’s 1913 report counted four escaped patients that year and in 1914 that 
number was five. Tales of escaped patients came up rarely during interviews 
compared with stories about patients who would wander away from the hospital, 
go into town, or maybe even slip into a nearby home. The Campus Cop shares his 
memory of a female patient who “finished doing whatever she was doing” inside 
a nearby home, walked out the front and said to the owner, “Your wine’s gone 
and you own me money for watching your kids.” 
 
The Campus Cop tells me he started working at the hospital in 1982. I picture him 
in his twenties and fresh-faced. I have his attention after mistaking the canteen 
building for the cafeteria. He knows the difference because he also grew up in the 
neighborhood located nearby just through the woods behind the female cottages. 
He explains how local people would go over to the canteen for everyday items 
like cigarettes and newspapers instead of going into town a few miles away. A 
counter-narrative to NIMBY tales about up-in-arms neighbors screaming “Not In 
My Backyard,” the Campus Cop shares an early memory of mental illness as non-
violent when he recalls harmless patients who “used to wander off and come play 
with us in the yard.” 
 
The cafeteria is by comparison much bigger than the canteen. Spotting my 
mistake, he raises his arm high in the air and points up then over forming a tall arc 
that lands in the back of the campus. That spot marks where the cafeteria was 
built in the 1940s. Like other architectural add-ons to the original cottage plan, the 
town will demolish it as part of “restoring the historic integrity of the space.” 
Townspeople believe the cafeteria “gives off too much of an institutional vibe,” 
which seems correct for a space designed to feed over 2000 people at once.  
 
“I used to eat for free every night,” he tells me. I really enjoy talking about food 
and frequently ask people to tell me what they ate for lunch or dinner, as if I 
cannot really understand the kind of day someone is having until I know how they 
are eating. In my clinical work I sometimes ask people to remember meals they 
loved growing up and to talk about the people who made them. People close to 
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me notice when I start planning meals two and three in advance, asking what is 
for dinner during breakfast. I ask the Campus Cop to tell me more about meals at 
the hospital. Unlike the Former Nurse who could not really remember the food, 
his review is glowing. “It was great. Beef stroganoff. Everything. You name it, 
they made it. When I was here there were as many as 800 patients.”  
 
The Campus Cop, however, is more impressed with the facilities than he is with 
the care. He is not interested in challenging stereotypes about state hospitals as 
torture chambers of violent exploitation and neglect. His stories expand upon 
those tropes. He is forward, indignant, likely also injured by the harm he has seen, 
and, with me here, he is ready to share that trauma.  
 
He is also ready to teach me. His forwardness is a reflection of how serious this is 
for him. First, he wants me to understand the professional roles within the clinical 
hierarchy. Beginning with mental health workers, he explains, “It was a travesty 
what happened here. Mental health workers could be the most bottom-feeder, just 
no education, nothing. Anybody could work as a mental health worker.” Like the 
story of the patient scalded to death by an attendant, the Campus Cop highlights 
how intimate and vindictive the violence between attendants and patients could 
become.  
 
“I could punch you in the face — and the abuses here were fricken rampant, oh 
my god, oh my lord.” A flood of memories seems to hit him mid-sentence and he 
can barely finish the thought. “I saw one girl come in here. She should have never 
been admitted. Someone fucked up. She was fourteen or fifteen years old. It was 
fucking horrible. I went to the state. She ended up dying in a house fire.” Half-
finished stories start backing up but that does not seem to matter. The point is to 
overwhelm me so that I see how saturated this place is with pain. “I mean, I could 
tell you it all.” 
 
“I abused you. I could write a note in there.” He is back to the story that began 
with, “I could punch you in the face…” and closes it with, “I got to write the note 
and you got your meds fucked with. The psychiatrist would only come in like 
once a month and see forty patients in the course of a few hours. Sometimes never 
even see the patients. Just read the notes. Drug vendors would come through. 
Everyone would be carrying Narvan cups, Prolixin, whatever were the meds.” He 
repeats the words “shit care" several times, a phrase that can be heard today. I 
asked the Campus Cop if there was anything redeeming about Medfield State 
Hospital, where he worked for eleven years, and he replied, “No. Occasional good 
people.” 
  
 Experiences like this convinced me to stop asking about torture treatments 
altogether. I starting to worry that my deliberate attention to the worst and most 
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sensational parts of the hospital’s history reinforced a monologue about state hospitals 
that conceals the comparable cruelties of the mental health system today. I stopped asking 
about torture treatments and participants talked about them anyways. 
 People may be surprised to learn that psychosurgeries — like the cingulotomy — 
are still used to treat psychiatric patients whose disorders resist other therapies. A recent 
systematic review of severe refractory obsessive-compulsive disorder (OCD), a 
potentially disabling condition characterized by intrusive and repetitive thoughts and 
behaviors, found that half of diagnosed patients did not respond satisfactorily to standard 
treatments like selective serotonin re-uptake inhibitors (SSRIs) and cognitive behavioral 
therapy (Brown, Mikkell, Youngerman, Khang, McKann, and Sheth 2016). The authors 
focused on two specific neurosurgical procedures — dorsal anterior cingulotomy and 
anterior capsulotomy — that create a precise and permanent lesion on a targeted area of a 
patient’s brain. The American Psychiatric Association estimates that OCD has a 
prevalence rate of 2.3% nationally, making it one of the most common disorders in the 
United States today (APA 2013). If first-line OCD treatments are failing 50% of people 
today diagnosed with the disorder then some 3,750,000 people with severe, refractory 
OCD “are candidates for neurosurgical interventions” (Brown et al 2016, 77), according 
to those authors. This recommendation comes despite the authors’ finding that both 
neurosurgical procedures are about half-effective in reducing symptoms of OCD and that 
five percent of cingulotomy patients and twenty percent of capsulotomy patients suffer 
permanent and serious adverse events from these surgeries (2016, 85). 
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 Waning confidence in the effectiveness of psychopharmacology is actually 
pushing forward the evidence-base for these once last-resort neurosurgical interventions. 
After a decade of clinical trials where psychiatric drugs performed little or no better than 
placebos, pharma giants are walking back their efforts to research and develop new 
drugs. Over recent years, GlaxoSmithKlein, Pfizer, and Astra Zeneca have all either 
ended or shrank their investment in testing new compounds. In an October 2013 
interview with the Psychiatric Times, Richard Alan Friedman, MD., pointed to “a crisis 
in drug innovation.” A professor of clinical psychiatry and director of 
psychopharmacology for the School of Medicine at Cornell University, Friedman (2013) 
explained,  
“All of our current antidepressants, antipsychotics, and anti-anxiety drugs share 
the same molecular targets in the brain as their prototypes from the 1950s.”  
 
 It is perhaps premature to announce a full-on retreat within the mental health field 
away from psychiatric medicine. There are signs, though, that consumers and allied non-
prescribing and prescribing mental health practitioners alike are recognizing the 
limitations of psychiatric medicines and their harms. Words like “iatrogenic” (from 
Greek iatros or “healer”) are now frequently heard in mental health clinics and in clinical 
education to describe the adverse and harmful effects of treatment on patients. Licensed 
clinicians can even receive continuing education credits through training programs to 
help patients safely and successfully reduce and come off of psychiatric medicines after 
years of use. It remains unclear what new or rediscovered treatments might fill the space 
opened when/if psychiatric medicine loses its stronghold over the therapeutics of mental 
healthcare.   
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The loss of work and impact of idleness 
 
 Healing in biomedicine moves upward incrementally, bringing in therapies with 
greater risk after lower and less invasive treatments are trialed without success. That 
process can be dangerous to people living in a system of social welfare today that 
subsidizes severe pathology and provides for people’s most basic survival needs when 
their suffering persists and until their healing occurs. This is the arrangement between 
Social Security Disability Insurance (SSDI) and Supplemental Security Income (SSI) and 
those whose impairments, provided they are severe enough and treatment-resistant 
enough, qualify them to receive ongoing compensation. This problematic yet functional 
dynamic is a form of sickfare poverty management discussed in the chapter to come. This 
chapter prepares for that analysis by tracking the transformation in attitudes toward the 
mentally ill that began in the state hospitals after the patient-labor programs ended. These 
changing attitudes reflected real changes in the lived experience of patients who were 
forcibly idled and then subjected to new forms of chemical sedation.
 By the 1960s, lawsuits across the country challenged the basic economic model of 
the state institutions. Backed by the cultural momentum of the Civil Rights Movement, 
judges over the next decade ruled state hospitals violated the Thirteenth Amendment of 
the US Constitution and that they needed to compensate patients-workers in accordance 
with the Fair Labor Standards Act (FLSA) of 1966. As introduced in the previous 
chapter, the lawsuits of the late 1960s and 1970s argued patients should be paid for work 
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done on behalf of the institutions. Today, FLSA authorizes employers to pay disabled 
workers less than the federal minimum wage. Section 14(c) of FLSA outlines a process to 
apply “for the authority to employ workers with disabilities at subminimum wage rates.” 
The law reasons that because a physical or mental disability impairs a worker’s 
productive capacity, an employer should be entitled to offer a commensurate wage. 
Department of Labor factsheets for the law explain,  
“A worker who has disabilities for the job being performed is one whose earning 
or productive capacity is impaired by a physical or mental disability, including 
those relating to age or injury. Disabilities which may affect productive capacity 
Figure 41, Vocational Services. Boarded over signs reveals past programs. This sign lists several work 
activity programs developed after the industrial therapy and farm programs ended. Sheltered workshops 
occupied patients with unskilled tasks that were unfulfilling and not of great value to the institution (e.g., 
fastening plastic casing onto lightbulb strand). Courtesy of Kellan McNally.  
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include blindness, mental illness, developmental disabilities, cerebral palsy, 
alcoholism and drug addiction.” 
 
 As discussed in the previous chapter, the hospital’s administrators long viewed 
the work done by the patients as therapeutic, not as labor. As the Last Superintendent 
explained,  
“It was to keep the patients occupied. I didn’t feel it was really labor. And they 
used to love to be outside. They didn’t want to stay in the wards. It was a relief to 
them.” 
 
Today, FLSA defines patient-worker as,  
“a worker with a disability who is employed by a hospital or residential care 
facility where the patient worker receives inpatient or outpatient treatment or 
care.”  
 
Before amendments to FLSA in 1966, federal law had not extended coverage to patients-
workers of state hospitals within its definition of employee. These changes to the law 
cleared the way for legal challenges to the economic model of unpaid patient labor that 
had sustained the state hospital system for over a century. Between 1966 and 1976, 
seventeen lawsuits accused state hospitals and residential schools of breaking the law 
(Beckwith 2017). Patient-workers sought back pay for years of coerced labor done for the 
state hospitals.   
 The Last Superintendent argued it was the clerical burden of bookkeeping rather 
than the expense of paying the patients that ended the industrial therapy programs during 
the 1960s. “We got a little budget for it to pay them. It was more work doing it,” he 
explained. I asked him to clarify. “Yeah, to pay them and keep the books because the 
auditors wanted to see them.” He recalled how the daughter of one hospital trustees 
fought to end patient labor there. "It was slave labor to her.” He disagreed. “I thought it 
128 
 
was a good program but the do-gooders decided we had to pay them.” As a benefit for 
hospital’s resident officers and their families —the superintendents and other resident 
officers living on the campus — were assigned “a male patient to take care of your 
outside and a few female patients to take care and help with the housework inside.” His 
voiced tensed again as he recalled the do-gooders and how their well-intentioned activism 
capsized the work therapy programs and then impacting the patients.  
“They thought it was slave labor because we didn’t pay them, but they used to 
love to work, to go out on the grounds with the attendants and get out of the wards 
where everybody was screaming and yelling. And they really found comfort in 
working in the vegetable gardens.” 
 
 The Lawsuits of the 1960s and 1970s did not intend to shut down the state 
hospitals. Their focus was the systemic devaluation of patient labor. Beckwith (2016) 
points out that the state hospitals chose to idle the patient-workers rather than fund the 
work therapy programs. Speaking at the City University of New York about this history 
in state hospitals and residential schools of disability servitude, she explained,  
“The states instead decided to hire non-disabled workers to replace the resident 
and patient-workers and as people became idle the push for deinstitutionalization 
accelerated. We had 47,000 idle-resident workers and 211,000 idle patient-
workers. Those individuals were now doing nothing and not contributing to 
sustaining and caring for the institution and the people who lived there. They went 
from unpaid workers at jobs that had value and where they were able to 
demonstrate real competence at things that were important and valuable — work 
they could do anywhere inside and outside of the institution — to sheltered 
workshops and work activity centers where the work had little pay and was of 
very little value and meaning” (Beckwith 2016)  
 
A system that could do almost everything for itself, feed and clothe itself, generate its 
own power, and even trade its surplus goods with other institutions, became frozen in 
place. Rather than find the funds to pay the patient-workers, state hospital trustees across 
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the Massachusetts and the country instead closed the farm and work therapy programs. 
Those choices decided the insolvency of the institution and, with them, the call for 
deinstitutionalization grew.  
 Discharge pressures rose as restless and distressed patients became crowded into 
day-rooms with nothing to do. My grandmother described how the patients’ routines 
changed after the work programs ended. She recalled,  
“They would just sit around all day so they weren’t tired at night. So, they’d be up 
half the night and then we’d have to get them a medication to take. They were 
Figure 42, Idle indoors. Dayrooms like this one on the second floor of the old “Excited Males” building 
were used to contain a growing number of restless and agitated patients who were made idle once the work 
and farm programs closed. Courtesy of Kellan McNally.  
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very uncomfortable and it wasn’t like they would just sit and talk to each other 
because they weren’t used to that.” 
 
 Agitation was not a new issue for Medfield State Hospital. The annual reports of 
earlier decades frequently mentioned the use of hydrotherapy to calm “excited” patients. 
For example, the report of 1935 notes, 
“Hydrotherapy is the preferred method of treatment for actively disturbed 
patients. Continuous baths suites are provided in three of the female wards 
buildings. These have been in operation throughout the year and in some 
instances have been used at night for a few patients showing particular agitation 
and restlessness. Two of the male ward buildings have continuous bath suites with 
three tubs.”  
 
Before the 1960s, the hospital took pride in managing “actively disturbed patients” 
without the use of restraint and sedative drugging. The 1936 report states, "Sedation by 
drugs for the purpose of controlling excitement is not employed at this hospital.” The 
1933 report notes,  
"Hydrotherapeutic sedation in the prolonged bath suites in the various ward 
buildings and other hydriatic procedures in the hydrotherapy department buildings 
are the principle measure of treatments for patients who are over-active and 
disturbed. Sedation through the use of hypnotic drugs is practically non-existent at 
this institution and the use of all forms of restraint is discouraged by the hospital 
administration. This policy has the loyal support and cooperation of the entire 
medical staff.”  
 
Active daily habits doing skilled work of value to the institution helped realize this ethic 
of limited drugging, restraint, and seclusion. As the 1932 report explains,  
"Hydrotherapeutic sedation, employment in industrial and occupational 
therapeutic pursuits, and close personal supervision permit the institution to 
operate with very little restraint. The use of restraint is discouraged by the hospital 
Figure 5.9, Idle indoors. Dayrooms like this one on the second floor of the old “Excited Males” building (1906) were used to contain a 
growing number of restless and agitated patients who became idle once the work and farm therapy programs closed. The building was 
more secure than the cottage-style dormitories in the center of the campus. Courtesy of Kellan McNally. 
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administration, and the policy has the complete sympathy and cooperation of the 
medical staff.” 
 
 Active labor had been the best sedative and once these programs ended, the 
patients’ reactions to their idle confinement exceeded the capacity of the hospital’s 
existing calming treatments. Drugging also took on new importance because, compared 
to sitting two and three nurses at the tub-side of an agitated patient who might drown or 
burn to death and then having to pay those nurses’ pensions upon retirement, Thorazine 
automated the sedation. The Former Intern recalled how effectively the drugs slowed the 
Figure 43, Thorazine advertisements. “Calming without clouding,” Thorazine’s early advertisements pitted 
violent and psychotic patients against defenseless staff. The drug became useful to the institution in the 
context of staff reductions and restless patients who were idled and agitated by the end of the work 
programs after the 1960s. Courtesy of Mihalko. 
132 
 
patients down. He explained, “People were not particularly confined. Meaning, no one 
was watching them to see where they went because they were sufficiently medicated.” I 
ask if the patients were slow moving. “Yeah, from the Thorazine. 
 Patients reacted naturally to cramped conditions and forced inactivity, and the 
scale of their agitation invited new drugs to assist with milieu management and 
behavioral regulation. My grandmother said,  
“Thorazine would make it so they didn’t act out and would sleep at night. But 
they’d get out and they’d feel good and they wouldn’t take their meds.”  
 
 
 
More than just perception 
 Participants in this chapter remembered town attitudes toward the hospital 
changing after the work therapy programs closed. A posture of fear replaced pleasant 
memories of “odd but harmless” patients who were no longer wandering away from the 
campus but now, rather, escaping. Participants also shared sadness about the patients’ 
idle condition and the treatments they were forced to endure. Memories of active patients 
singing on the “funny farm” become stereotyped images of psychiatric patients on 
crowded wards plopped in front of TVs with little more to do than smoke and fight. Held 
against a fuller history of the hospital, these accounts reveal some of the ways that forced 
activity and then forced idleness factored differently into the meaning of mental illness 
and experience of being a patient.  
 Thorazine’s exaltation in the folklore of psychiatry, as both the wrecking ball of 
state hospitals and the liberator of patients, reveals how ingrained psychopharmacology 
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has become to our understandings of mental healing today. As disability rights advocate 
Pat Deegan (2011) explains, 
“Many assume that the advent of modern psychotropic medications was the 
catalyst for deinstitutionalization. However, large numbers of patients began 
leaving state institutions only after new laws made unpaid patient labor illegal. In 
other words, when patients no longer worked for free, the economic viability of 
state institutions ceased and this led to the closing of many state hospitals.” 
 
Usual stories told about deinstitutionalization celebrate psychiatric medicine with little 
mention of how these drugs became useful after work was removed from the patients’ 
lives and because the cost of staffing (and then pensioning) state hospital employees 
became too great. In state hospitals — and now in the community — the “shit care” that 
followed industrial therapy and staff-intensive hydrotherapy was a largely automated 
service model focused on managing mostly white poverty with chemical sedation, 
insecure staffing, and barebones subsidies tied to psychiatric diagnosis.   
 Stories in this chapter take us beneath the level of attitude and perception and to 
considering how the experience of the patients changed once they were left with nothing 
to do. Restless and crowded onto the wards, patients’ bodies became the target of 
treatments aimed at addressed the symptoms of forced idleness. As phenomenological 
anthropologists argue, “The body is not only an object that is available for our scrutiny. It 
is also a locus from which our experience of the world is arranged” (Desjarlais & Throop 
2011, 89). Within the bodies of idled state hospital patients — restless, reacting, and then 
drugged — the experience of mental illness was rearranged, and that re-ordering 
continues today in the community where conditions of forced idleness and associations 
between psychiatric illness and unemployability persist.  
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 Anthropological studies of “risk environment” focus,  
“on the social situations, structures, and places in which risk is produced rather 
than a reliance on a conception of risk as endogenous to individuals’ cognitive 
decision-making and immediacy of interpersonal relations” (Rhodes, Singer, 
Bourgios, Friedman, Strathdee 2005, 1026).  
 
This perspective seeks to unpack the interactions between suffering bodies and structural 
forces that produce certain types of illness experience. This chapter sought to reveal how 
the policies that ended work and farm programs in state hospitals carried new experiences 
into the bodies of people considered mentally ill. People in town became afraid of the 
state hospital because the suffering held within it was also changing. Changes forced onto 
the patients produced embodied revisions of personal meaning and of ability through “the 
invention and internalization of new ways of being” (Manderson 2011, 96). Describing 
this process of rehabituation, Manderson (2011) explained,  
“Following the loss of function and mobility through injury or disease, a person 
needs to establish a new sense of embodiment, cognitively, neurologically and 
physically reorganizing the body schema, re-learning tasks that were near 
automatic” (97).  
 
For patient-workers in state mental hospitals across the country, the systemic loss of 
skilled work formed new associations between mental illness and inability. From that 
change emerged the labor of self-care with coping skills, compensated by Social Security 
for psychiatric patients living in risk environments characterized by joblessness, poverty, 
and unequal opportunity. Those specific meanings of and experiences within mental 
illness were not always so.   
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 CHAPTER SIX: SICKFARE AND DISABILIZATION 
 When the Medfield Insane Asylum opened in 1896, historical documents 
described its first patients brought on uncovered wagons from the train station up to 
hospital. Local townspeople came out of their homes and to the street to watch the 
patients pass by. A century later with deinstitutionalization almost complete, ambulances 
and cars took the hospital’s final patients away. Those considered too unstable for the 
community were mostly transferred to Westborough or Worcester State Hospitals. Those 
patients ready or ready enough for discharge moved into group homes managed by 
Figure 44, Deinstitutionalization. Nearby Foxborough State Hospital was closed in 1975 during 
Massachusetts’ first wave of hospital closures. Like other state mental hospitals, Foxborough has been 
redeveloped into a mixture of affordable housing, luxury condominiums, and a shopping plaza. Similar 
plans are proposed for Medfield State Hospital. Courtesy of Patch.  
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community mental health “vendors” in nearby Framingham, Marlborough, Norwood, and 
Milford, urban areas that had seen their populations decline through the 1990s after 
decades of closing factories and lost jobs.  
 Speaking with the Last Superintendent he recalled discharge orders handed down 
to the hospital from the “central office” of the Department of Mental Health. A daily 
quota specified how many patients needed to be discharged and resettled into care 
settings like group homes and supported apartments. Like my grandmother, he 
remembered times in the beginning when community-based housing programs were not 
available and discharge would happen “to the street.” For the Last Superintendent 
discharging people with no aftercare plan represented a significant change in the 
hospital’s standard of care. A feature of the earlier waves of deinstitutionalization 
beginning in the 1970s, my grandmother also remembered improper discharges after the 
work therapy programs closed. She explained,  
“At that time we discharged them and we didn’t have to have a place for them to 
go. Wasn’t that awful? It didn’t take long, although it might have been a few 
years, and they made a thing that we had to know the place they were going and 
we had to know the people.”  
 
The Last Superintendent remembered how the pressure to deinstitutionalize shifted 
discharge practices toward less and less aftercare and planning for housing. A stretch of 
dialogue between us presents a story of one improper discharge from the hospital.  
Me: I know that probably not long after you started at the hospital 
deinstitutionalization begins. 
Superintendent: It was a while but it sure began. Oh, it was awful. The 
Department of Mental Health would call you and tell you that you’ve got to 
discharge six today. 
Me: That you have to? 
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Superintendent: That you have to. Whether they are ready or not, you have to do 
it.  
Me: How did you make the choices? 
Superintendent: The doctors did it. I had no authority over that. But the doctors 
would pick them and would try to pick the ones that were nearest to discharge. 
One very rainy day, they discharged a patient, and you know the distance from the 
hospital to downtown. They had no bus service, no public bus service. They 
discharged him in the rain with five dollars, I think it was, and he had to get 
someplace to find a shelter. They didn’t even make arrangements for a place for 
him to live. They had to discharge so many and they couldn’t keep up with all of 
them. Some of them were proper discharges and they had made arrangements for 
rooms and so forth but there were a few that got caught like this in the rain. So, 
anyway, I stopped the discharge and the doctor reported me to the central 
department and said I overrode his orders and he wanted me fired. 
Me: You to be fired? 
Superintendent: Because I stopped the doctor from doing that discharge. The 
Department of Mental Health laughed at him and I was safe.  
Me: It sounds like it was, um, an inappropriate discharge. 
Superintendent: It sure was. In the rain. For one thing, I don’t know if it was 
inappropriate or not but certainly they could have waited until the next day. And 
to not even make arrangements, a room or something, you know, that’s an 
improper discharge in my feeling.  
Me: Improper, yeah.  
Superintendent: And I made my feelings known.  
 
 Moments later he repeated the phrase “improper discharge” and I got it. Doctor or 
steward, clinical or not, everyone knew if a discharge was improper. The hospital’s 
established standard of care — arranging a place for people to stay and not sending them 
out into the rain — was becoming undone. Just as closing down the work therapy 
programs ended employment as a standard of good care, deinstitutionalization broke 
apart peoples’ housing needs from their treatment needs. These responsibilities of 
clinicians, to ensure housing and employment, as basic functions of healthcare and core 
requirements of good health have never been restored. Myers (2015) interviewed former 
hospital patients who “recalled a time when they were given ten dollars and a bus pass 
upon release from state facilities” (16). She has also looked at the comprehensiveness of 
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the state hospital system compared to the current system of care in the community. She 
writes,  
“Before deinstitutionalization, the state provided patients with food, shelter, 
clothing, and other basic needs inside the hospital walls. After 
deinstitutionalization, in the absence of effective contingency plans, many 
deinstitutionalized mental patients became dispossessed people in dire need of 
low-income housing, mass transit, and employment that paid a living wage” 
(Myers 2015, 17). 
 
Psychiatric patients today, all the time, are discharged with no dollars, rarely with bus 
fare and usually only with a list of emergency shelters that they can navigate to on their 
own. As Hopper et al (1997) write,  
“Over time, accommodating ‘inappropriate referrals’ can become routinized, even 
accepted practice. Consider the designation of shelters as legitimate ‘housing 
placements’ in some hospital discharge plans” (664).  
 
 The decision, on its own, to remove patients from state hospitals, did not make 
deinstitutionalization happen. Treatment-induced, iatrogenic harms also did not end when 
systemic state hospitalization finished for psychiatric patients. Stories about patients’ 
lives after the state hospital and since that system of care dismantled disrupts dominant 
cultural narratives about deinstitutionalization as the brilliant end to confining disabled 
persons. A framework of trans-institutionalization (Alexander 2012) used in this chapter 
challenges impressions that closing down the state hospitals ended psychiatric 
institutionalization. This chapter weaves together participants’ stories and personal work 
experiences to consider how the movement from state mental hospitals into the system of 
psychiatric services “in the community” relocated and redeposited the raw material of 
human suffering into deindustrialized zones. With state hospitals and factories shutting 
down across a shared landscape, a new clinical marketplace of services emerged in 
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response to the social and economic problems caused by large-scale regional economic 
disinvestment. This new institution of “care in the community” expanded professional 
caregiving roles for workers whose employment could no longer be found in New 
England’s traditional manufacturing sector. By transforming the social into the 
biological, as Scheper-Hughes and Lock (1987) argue,  
“the illness dimensions of human distress (i.e., the social relations of sickness) are 
being medicalized and individualized, rather than politicized and collectivized” 
(10).  
  
 Inspired by the ethnographic work of Philippe Bourgios (2012), this chapter 
conceptualizes psychiatric caregiving through a lens of disablement, framing the well-
meaning services of clinicians upon “lumpen subjectivities” as interactions that shape 
suffering so social assistance is released. Caregivers like myself link select people left out 
of economic opportunity with the minimal survival subsidies of Supplemental Security 
Income (SSI) by psycho-educating and embodying specific qualifying forms of pathology 
within the punitive logic of neoliberal governmentality. These subsidies for sick people 
are so minimal —in the case of SSI, at or below the federal poverty line — because, as 
Parsons points out, “This exemption from obligation and from a certain kind of 
responsibility is given at a price” (456).  
 There are problems in a system where unremitting illness links positively with 
state-held subsidies. These perpetuating arrangements complicate a process of recovery 
for both sufferers and helpers and highlight concerns about the mental health system’s 
overall “stickiness.” In Anatomy of an Epidemic (2010), Robert Whitaker points to the 
role of psychiatric drugs in keeping patients stuck in sick roles, turning potentially 
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resolvable social problems into chronic medical conditions. This chapter also considers 
the chronifying effects of psychiatric drugs by situating the central location they hold 
treatment today within untold histories of deinstitutionalization. I argue here that “care in 
the community,” the successor institution to the state hospital system, “works” by 
ensuring that select people living in a context of widespread job loss and economic 
disinvestment endure specific forms of suffering so that they can qualify for state-held 
subsidies. I call this process of converting the undeserving poor into the worthy sick 
disabilization, an embodied form of primitive accumulation that permits citizenship 
claims to be made within a post-industrial era of sickfare (rather than welfare, workfare 
and prisonfare) neoliberal poverty management (Bourgios 2012; Wacquant 2009; 
Wacquant 2010). Like Waxler’s analysis of leprosy care agencies (1981), disabilization 
takes place within organizations that grow their services by perpetuating chronicity 
(“chronification” [Olson 2018]) and sickness maintenance over healing. Careers and 
incomes, like my own, rely on the enduring suffering of people stuck in sickfare’s 
minimal relief of poverty and emphasis on coping and illness management as the new 
work of living. Beliefs about mental illness as genetic and, therefore, permanent, 
incurable, and no one’s fault, become reciprocal invitations that en-trance caregivers and 
sufferers alike deeper into the stickiness of neoliberal governmentality’s management of 
dispossessed citizens.  
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Deindustrialization and deinstitutionalization   
 
 The end of unpaid patient-labor in state mental hospitals occurred alongside broad 
scale changes to New England’s industries. By the 1970s, New Englanders had been 
watching factory jobs disappear for several decades in nondurable goods like shoes, 
textiles, and apparel. From 1984 to 1988, the region saw another 130,000 layoffs in that 
sector (Moscovitch 1990). That sector had been the base of New England’s economy 
since the Industrial Revolution and these losses were the final blow to the region’s textile 
and apparel goods factories. For well over a century these traditional industries occupied 
large brick and mortar factories along the banks of New England’s many energetic rivers. 
Medfield State Hospital shared the Charles River with industrial centers like Watertown 
Figure 45, The behavioral health industry. Southeast Middlesex Opportunity 
Council (SMOC) and SMOC Behavioral Healthcare (SBH) offer outpatient 
clinical services, psychosocial evaluations, psychiatric medication 
management and individual therapy in the repurposed space of an old factory 
in downtown Framingham, MA. Courtesy of SMOC.  
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and Waltham, Massachusetts, home to factories with an architectural scale and design 
that resembled the mental hospitals.  
 Closed down factories in once-bustling communities of Dudley, Fitchburg, 
Lawrence, Marlborough, Milford, and Southbridge tell the stories of New England’s 
manufacturing past. Today, the Department of Mental Health awards the non-profit 
vendors money to care for disabled clients living in repurposed factory lofts and 
Victorian-era group homes collocated within the de-industrialized neighborhoods of 
former manufacturing zones. As a mobile social worker in Framingham and Waltham — 
Massachusetts cities with robust industrial pasts — I visited behavioral health programs 
housed in repurposed factories and groups homes in original mill housing. These 
concentrations of qualifying sickfare populations — people with diagnosed mental 
illnesses, people with physical disabilities, people with intellectual disabilities, elderly 
and isolated people, former offenders — and the programs designed to support and 
“manage” them, make up what human service researchers began calling “service-
dependent ghettos” (Dear and Wolch 1987). Hopper et al (1997) writes,  
“As certain institutional resources dry up, others — market-based, informal, or 
bureaucratic — are cobbled together two provide some semblance of the ordered 
subsistence that encompassing institutions like asylums once ensured” (663).  
 
Rochefort and Mechanic describe a mixture of “design and inadvertence” among services 
emerging to assume the latent functions of the asylums — care, custody, control — in the 
wake of state hospital closure.  
 Throughout the 1980s and 1990s, new jobs in finance, insurance, real estate, 
computers, biotech, chemicals, and plastics attracted workers, many who before would 
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have found careers in the region’s traditional industries that employed their parents and 
grandparents. DMH overseers since the start of deinstitutionalization had not adapted 
discharged patients with years of work experience in the hospitals to these emerging 
sectors of New England’s economy. Community-based rehabilitation programs, by and 
large, did not assist patients with finding work despite positive job growth across the 
region. Instead of being helped into work, helping patients outside the hospitals became 
work. While traditional jobs in nondurable manufacturing slowed, new work in high-tech, 
healthcare, and other services filled that void. New England added 110,000 new jobs 
between 1975 and 1980 in machinery and electrical equipment and 100,000 in 
transportation equipment, instruments, fabricated metals, and private education 
(Moscovitch 1990, 58). It is inaccurate to believe discharged patients became homeless 
and jobless because there were no jobs. 
 By the end of 1973, Massachusetts Governor Sargent appointed William 
Goldman, the no-friend-of-doctors ”original architect of closing hospitals” to the post of 
DMH commissioner. “I wanted to establish that there was nothing sacrosanct about the 
medical community,” announced Goldman as he stepped into the role. Within three 
years, Goldman closed three of the state’s eleven state hospitals (Grafton, Gardiner and 
Foxborough). Down from over 23,000 patients in 1960, by 1975, Goldman had shrunk 
the combined DMH state hospital census to 4,876 patients, and, by 1984, that number 
was 2,950 (Hogarty 1996, 36).  
 Sargent’s successors deepened these cuts to the department. In 1975, the newly 
elected Governor Dukakis appointed thirty-three year old Robert Okin to position of 
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DMH commissioner. Okin tested the limits of deinstitutionalization, vowing to close all 
the state hospitals and envisioning a delivery system of services shared between general 
hospitals and private community care organizations. Okin declared,  
“I would rather see mental patients eating out of garbage cans in the streets than 
see them endure the miserable conditions on the back wards” (Hogarty 1996).   
Okin got his wish. The Final Superintendent recalled state hospital patients gathered in 
city parks, improperly discharged in mass without any arrangement for housing or 
employment. An excerpt of dialogue between us offers an image of the poverty he 
remembered.   
Me: When deinstitutionalization begins, how did the patients feel about it? 
Superintendent: About me? 
Me: About deinstitutionalization? 
Superintendent: They were more afraid of it than anything else to be honest with 
you. And of course, when they got the orders, there were times they made very 
poor discharge plans. Very poor. We just had to get them out. And then when I 
would go into the Boston Commons I’d find so many patients sleeping in the 
Commons.  
Me: That’s where they congregated? 
Superintendent: Yes.  
Me: People from Medfield State Hospital? 
Superintendent: Yes. 
Me: Oh. Wow.  
Superintendent: In fact, there was one black discharged patient that was up in the 
Commons. Mental Health was very close to the State House, and I would go into 
the city and go across the Commons to get up the hill to where we had our office. 
He called me over and he’d say, “Mr. [Superintendent], I’m going to buy the 
Boston and Maine Railroad just for you, just for you.” So, I thought that was 
pretty clever. 
 
 This history again raises questions about how mental illness became so closely 
associated with disability, and how the image of mental illness went from patients hard at 
work on hospital farms to idle patients homeless in city parks or smoking cigarettes and 
watching television in group homes. The history of work in state hospitals complicates 
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beliefs about the naturalness of these associations today and it invites an appreciation for 
disability as situated socially and tied to economic opportunity rather than hardwired in 
the biology of those diagnosed. Bourgios (2012) understands this institutional shift 
toward idleness and disability “as a perverse form of primitive accumulation.” He 
explains,  
“Capital is actually extracted or at least concentrated and moved around in 
society from this process. It is done not by exploiting as in the old fashioned 
Marxist conception of the surplus value of the labor force but rather precisely by 
lowering their cultural capital and expelling them from the legal labor market” 
(Bourgios 2012). 
 
In the 1990s, reporters with The Boston Globe interviewed staff in the city’s homeless 
shelters, like the Pine Street Inn, who described discharged state hospital patients 
crowding into shelters with nowhere to go. New patterns of service utilization also began 
to appear among indigent psychiatric patients “bounced around” from one acute care unit 
to another, fragmenting care and piling up diagnoses upon identities and drugs within 
bodies. These features of treatment are unfortunately still with us today. Medical 
anthropologist Cheryl Mattingly (1994) has asked,  
“How do we characterize social interactions as more or less narratively 
configured, taking into account those minimally narrative times when the actors 
find themselves lost, when there seems to be no ‘point’ to what they are doing or 
when no ending appears desirable, when there is just one damn thing after 
another?” (123). 
 
Cut off from family and social supports, living in poverty, jobless, and homeless, these 
disjointed episodes of care compound the effects of being labeled mentally ill and told, 
often explicitly, that one’s suffering is genetic, not social. For a treatment-naive patient, 
the brutality of cycling in a desperate states through acute care units followed then by 
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abrupt discharge back to homelessness or community violence becomes trauma itself. 
Clinicians direct discharging patients to shelters where only their most basic needs are 
met, simultaneously enculturating them with the clinical fluency needed to say what 
needs to be said (I.e., a statement about being at risk to self or others) to secure another 
admission during the next round of care.  
 Unable to directly connect socially insecure and desperate patients with 
opportunities for gainful and meaningful work and secure housing, acute care interaction 
teach patients how the institutional logic of neoliberal sickfare works: personal 
responsibility is excused only if you are so sick that you cannot work. Bourgios (2012) 
describes this process,  
“There has been a biopolitical shift in the management of extreme poverty that 
increasingly mediates access to subsidies through psychiatric diagnosis, and that 
diagnosis is easiest to obtain when one suffers from out of control and violent 
rage…. In contrast to the obviously brutal right hand of the state’s carceral 
mismanagement of poverty, this medical left hand of the state management of 
inner city poverty and unemployment, which is spearheaded by dedicated social 
workers who are really working hard to help poor people and psychiatrists who 
are diagnosing personal rage in an attempt to convert people who have become, 
since the reform of welfare, the unworthy poor instead into the pathological poor 
in order to facilitate access to minimal survival subsidies through SSI through a 
diagnosis of permanent cognitive disability. This has the side effect of making 
scary, violent, distressed individuals into stable patients, relatively stable 
patients… The diagnosis of controllable, violent rage has become one of the last 
means for exerting citizenship claims on the resources of the vestigial welfare 
state.”  
 
State mental hospitals that once enforced work as a therapy for the person and a financial 
necessity for the institution have been replaced with a system that subsidizes pathology in 
the absence of economic opportunity. Loic Wacquant (2010) provides the term prisonfare 
to describe how,  
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“The paternalist penalization of poverty aims to contain urban disorders spawned 
by economic deregulation and to discipline the precarious fractions of the 
postindustrial working class” (197). 
 
Building off of Pierre Bourdieu’s metaphor of the a state with a right and left hand 
(1994), if prisonfare is the hard, punishing, right then sickfare is the gentler and soft(er) 
approach to managing poverty. This left-handed strategy of the state, Wacquant explains,   
“Is materialized by the spendthrift ministries in charge of social functions — 
public education, health, housing, welfare, and labor law — which offer 
protection and succor to the social categories shorn of economic and cultural 
capital” (199).  
 
State and federal government shifted its management of poverty into this more right-
handed strategy of hyper-incarceration at the same time that it dismantled the state 
hospital system. 
 Limited investment in community institutions of care, left-handed sickfare can be 
seen as a form of white privilege. Data for adults in Massachusetts today reveal racial and 
ethnic disparities in access to behavioral health treatment. Half of whites with mental 
illnesses received mental health treatment compared to thirty percent of Latinos 
(Massachusetts Department of Public Health 2014). And, although no black-white 
disparity in access to mental health care was found among a non-institutionalized 
samples, the proportion of blacks and Latinos in the state’s prison population is nearly 
three times its relative amount in the general population. Roughly forty-four percent of 
prisoners in Massachusetts are white, twenty-eight percent are black, and twenty-five 
percent are Latino (Massachusetts Department of Corrections 2013). Mental illness 
explains the behavior of those who are selected into treatment, the rawness of social 
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suffering shaped by behavioral health practitioners into entrenched forms of embodied 
sickness so that survival-level subsidies are then secured. 
 
 
Excusing Personal Responsibility 
 
 Upon signing into law the Personal Responsibility and Work Opportunity 
Reconciliation Act of 1996 (Public Law 104-193), President Clinton announced,  
“Today we are ending welfare as we know it but I hope this day will be 
remembered not for what it ended but for what it began. A new day that offers 
hope, honors responsibility, rewards work, and changes the terms of the debate so 
that no one in America ever feels again the need to criticize people who are poor 
on welfare and instead feels the responsibility to reach out to men and women and 
children who are isolated, who need opportunity, and who are willing to assume 
responsibility, and give them the opportunity and the terms of responsibility.”  
 
Public Law 104-193 directed the Social Security Administration to report annually on the 
status of the Supplemental Security Income (SSI) program. SSI recipients are 
differentiated from beneficiaries of Social Security Disability Insurance (SSDI) who 
become eligible for that benefit after a qualifying period of legal employment. Together 
these programs acts as a safety net for disabled individuals with limited resources and 
income. 
 With deinstitutionalization and the movement to community-based mental health 
services, there has been a near five-fold increase in psychiatric disability in the United 
States (Social Service Administration 2017). Data reported annually for both SSI and 
SSDI reveal this transformation of welfare assistance to the poor over the last half 
century. Historical data from the Social Security Administration shows the number of 
disabled workers (SSDI and SSI) skyrocketed during the 1980s and 1990s. The total 
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number of disabled workers more than doubled between 1990 and 2010. In 2017, SSDI 
paid benefits to almost 10.1 million people and SSI paid benefits to another 8.1 million 
people, totaling about five percent of the US population (Social Service Administration 
2017). The number of beneficiaries has remained mostly steady since 2008 with both 
programs peaking in 2014 before a slight decline over the past three years of available 
data. Vocational counselors, in short supply, help people get off of SSI/SSDI with jobs as 
supermarket baggers, carriage pushers, and Dunkin Donuts clerks. These minimum wage 
jobs pay little more than the cash benefits of Social Security's sickfare programs to 
Figure 46, Sickness. Sickfare map drawn by hand and photographed on a “pilly” blanket. Bruising marks 
those co-located areas of disabilized patients and qualified caregivers concentrated into urban, post-
industrial zones along New England rivers where thriving factories once enfranchised communities. 
Courtesy of Kellan McNally. 
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disabled adults. Moreover, it can be problematic for the recovered who, once back 
working and off of Social Security’s cash assistance, find the stigma of membership 
among the society’s lowest wage-earners, and there subjected to the everyday abuse of 
classism in the economy’s service sector, a worse station than the perverse prestige and 
cultural capital that comes with managing a chronic mental illness. A person I meet with 
clinically, who works currently as a server for a corporate chain restaurant but aspires to 
become a playwright, told me, “The most interesting thing about me is my depression.” 
 Studies of biological and psychiatric citizenship consider how citizens achieve 
and maintain their welfare by pressing a state to recognize its responsibility to care for 
compromised or damaged bodies (Petryna 2002; Rose & Novas 2003). Petryna (2002) 
writes,  
“The very idea of citizenship is now charged with the superadded burden of 
survival... a large and largely impoverished segment of the population has learned 
to negotiate the terms of its economic and social inclusion using the very 
constituent matter of life” (5). 
 
Petryna explains how social and economic exclusion get resolved, at least partially, 
through  
“a form of social welfare based on medical, scientific, and legal criteria that both 
acknowledges biological injury and compensate for it” (2002: 4).  
 
Without accommodations to secure gainful and fulfilling employment above the 
economy’s bottom rungs, characterized by low pay and brutalizing service work, 
psychiatric patients maintain survival-level compensation by enduring severe emotional 
distress, behavioral risk, repetitive cycles of acute care, and the embodied metabolic 
adjustments that indicate and anchor this chronic course.  
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 Disablization as poverty relief is a confusing proposition for patients and 
practitioners, yet “there are limits to the coherence of local health-related knowledge, 
whether in the minds of the informants themselves or in the analytic models of the 
anthropologist” (Littlewood 2016, x). As Hopper et al (1997) point out, "the supply side 
of relief" (660) and "the perverse institutional effect of perpetuating rather than arresting 
the 'residential instability'" (660) is exactly that — perverse and not intended to resolve 
suffering so much as to shape and manage it. SSI/SSDI were not designed to manage and 
subdue the potentially rebellious casualties of outsourced work, automation, and 
corporate greed but,  
“As certain institutional resources dry up, others — market-based, informal, or 
bureaucratic — are cobbled together to provide some semblance of the 
ordered subsistence that encompassing institutions like asylums once ensured" 
(Hopper et al 1997, 663). 
 
By performing this welfare function, risky groups of “redundant people who might pose a 
threat to the social order” are held “in abeyance” (Hopper 2003, 18). This work is done 
today across de-industrialized landscapes where meaningful and compensated 
opportunity is limited and mental health practitioners are employed to minimally relieve 
poverty — and benefit from its perpetuation — in the context of endemic joblessness.  
 
More than mental illness 
 
 People are surprised to learn about the shortened lifespan of individuals with 
schizophrenia. A mortality gap for adults with schizophrenia translates into an average 
life expectancy between thirteen and thirty years shorter than the general population 
(Hjorthøj, Stürup, McGrath & Nordentoft 2017) and that gap has worsened over recent 
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decades (Saha, Chant & McGrath 2007). Most people between the ages of forty-five and 
seventy-four are dying of cancer but people with schizophrenia are dying of heart disease 
(Lin, Liang, Li, & Lu 2018). I became familiar with this reality working for a mobile 
psychiatric emergency service northwest of Boston, Massachusetts after hearing about 
men with schizophrenia dying in their late-fifties. This disparity was particularly obvious 
in group homes where once or twice a year a residential director would notify “All 
Employees” with a thoughtful and well-written email that “a member of our community 
has died.” These messages usually began, “It is with great sadness that I share with you 
the passing of…”, and then offered a brief memory about a quirk or of some funny 
happening during an otherwise ordinary trip to a grocery store or bank. As it goes in 
community mental health, where staff turnover is high, the email’s sender knows the 
deceased just a few years before a promotion takes her out of a direct care role and into a 
slightly higher paying administrative position. If no family member is involved, as often 
is the case, then the staff’s reservoir of memories to pull from becomes especially 
shallow. 
 Being cut off from family is common in the lives of mental health patients, and 
this feature of psychiatric institutionalization has little changed since the start of state 
hospitals almost 200 years ago. State hospital procedures for burying the dead reveal the 
fixedness of isolation in the lives of institutionalized adults. Just a few years after 
Medfield State Hospital opened in 1896, a change in Massachusetts law required all dead 
patients be held at least three days before burial. This delay gave family members 
involved enough to be notified of their relative’s passing and with the financial means to 
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then retrieve the body an opportunity to make arrangements for burial outside the hospital 
cemetery. The annual report of 1898 described the installation of ice chambers in the 
chapel to preserve the dead in accordance with the new state law. The trustees wrote, 
“A morgue and post-mortem room has been finished, and supplied with an ice 
box of four compartments, in the chapel basement. This is a necessity, as the laws 
of the Commonwealth provide that unclaimed bodies must be kept three days 
before burial.” 
 
Unclaimed, the chilled dead went into de-identified hospital graves marked only with 
metal plates linked by number to a confidential death registry in town hall.  
 Participants often shared a belief that the hospital’s social workers, nurses, and 
doctors told family members to forget about their loved ones as they were being 
admitted. They imagined conversations where family members learned that forgetting 
altogether was the best thing they could do to take care of themselves and accept that 
their relative would be living from then on permanently at the hospital. The annual 
reports frequently cited difficulties reconnecting patients with their families of origin, 
suggesting that any fractured bonds precipitating the patients’ admissions often went 
without repair during their stays. The reports described challenges transitioning patient-
workers into stable employment outside the hospital without a home context of social 
support to return to upon discharge. In the 1925 report, the hospital’s head social worker, 
Mary H. Holland, lamented,  
“The problem of securing employment for discharging patients looms large. If the 
patients have not families interested in them, it is difficult to get prospective 
employers to manifest enough interest to tide over a period of necessary 
adjustment for the patient, after leaving the hospital, before he is able to render 
remunerative service.” 
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It is as true now as it was then that putting people in remote treatment environments far 
away from their families and places of origin inhibits any clinician’s ability to help repair 
a strained bond. Technology has helped family members become more active participants 
in the care of a loved one in crisis when they cannot be there in person, but the blitzkrieg 
of stabilization services generally mandates discharge before these important 
relationships can be engaged enough to understand more about what is happening.  
 Mental health treatment today is governed by rigid privacy regulations and 
managed care requirements that restrict family participation. Most clinics offer services 
during daytime hours when family members and other social supports are usually 
unavailable. Over the last thirty years, insurance plans have largely eliminated family 
therapy benefits, dismantling those services that would otherwise work directly on 
restoring trust and repairing strained familial bonds. Beginning in the 1980s, at the exact 
time that treatment was finding its primary location outside the closing state hospital and 
in the community, managed care organizations dismantled family therapy benefits (Olson 
2018). Olson’s analysis looks at the rise of individualizing pharmacologic treatments 
within the biomedical paradigm of psychiatric illness linked directly with the 1987 
publication of DSM III and the emerging theory of the chemical imbalance. Service 
reimbursements became tied to clinical measures of symptom reduction and other 
medical outcomes like hospital readmission rates that are hard to qualify within the 
dynamic and iterative process of family therapy. These systemic changes since the end of 
state hospitals compound isolation in the lives of mental health patients and inhibit 
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dialogic helpers like myself who are interested in supporting people as they reconnect 
and build shared understandings.  
 It might be tempting to envision career caregivers who become replacement 
family members for people living in group homes. That thinking minimizes the 
discursive effects of responsibility and liability on any imagined process of surrogate 
family formation within community institutions of psychiatric care. Turnover rates 
among direct care staff in community mental health settings hover around fifty percent 
each year with almost half of group home workers (forty-one percent) leaving within six 
months of hire (Larson & Hewitt 2005). Clinician turnover is also high. Two years of 
supervised clinical practice after graduation qualifies social workers and professional 
counselors to test for independent licensure and, once achieved, brings opportunities for 
more pay, supervisory and administrative responsibilities, and private practice. The 
annual depletion of licensed mental health practitioners from community agencies makes 
an enduring bond between a caregiver and group home resident a rarity today.  
 Challenges with retaining social work talent were also present in the state 
hospitals. During in the 1950s and 1960s, the annual reports began to describe senior 
social workers leaving for other work outside state hospitals. The 1959 report noted,  
“Most social workers work for a limited period for experience and then move to 
better paying positions or return to school for further education and training. Five 
social workers left the employ of the hospital this year.”   
 
Specht and Courtney (1994) have argued that the movement of social workers away from 
public agencies and into private practice — intensifying just as deinstitutionalization 
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began — speaks to the strong pull of “the American ideology of expressive 
individualism.” They explain,  
“Americans have a hard time finding faith in collective, communal, or social 
approaches to solving problems. We prefer to see failure, illness, incapacity, and, 
conversely, success as individually determined personal qualities. Even when we 
concede the presence of a contributing social or historic dynamic, such as 
economic recession, or war, we either shrug our shoulders in an expression of 
resignation in the face of such social forces or, more commonly, call to mind one 
of the myriad success stories at our conscious disposal that reassures us that the 
individual does have the ability to make it against all odds. It is no wonder that 
social work, which inevitably confronts its practitioners with disquieting social 
phenomena that belie the expressive individualist myth and occasionally succeeds 
in confronting the general public with the same news, has been granted low status 
by society and has seen many of it best opt for a redefinition of their professional 
role into something more socially and financially rewarding and palatable” (1994, 
122). 
 
Surveyed social workers said that their most important goals entering into private practice 
were to “maximize professional autonomy,” “be my own boss,” “set my own hours,” and 
“earn money.” Their decisions were not about a desire to “help solve society’s 
problems,” “be more politically involved,” and “help economically disadvantaged 
people” (Brown 1991). Specht and Courtney’s (1994) argument reminds me why I 
politely turn down the professional label of “individual therapist,” why I worry about the 
unquestioned correctness of a “client-centered” approach, and why I retain the honorable 
title of “worker” when giving presentations and in my clinical documentation. 
 In the United States, the mortality gap among older adults with schizophrenia (45-
74 years old) cannot be attributed to leading causes of death like gunshot violence, 
unintentional injuries, and suicide (Lin et al 2018). Meta-analyses of metabolic syndrome 
among adult patients with schizophrenia (Mitchell, Vancampfort, De Herdt, Yu, and De 
Hert, 2013; Mitchel et al 2013-b) demonstrate the prevalence of poor physical health 
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among long-term patients with the disorder. One-third of patients with schizophrenia 
suffer metabolic syndrome (Mitchell et al 2013-b, 311). Although the causes of metabolic 
syndrome are disputed, the disorder is linked with visceral adiposity and obesity, insulin 
resistance and risk of diabetes, hypertension and heart disease, caffeine and nicotine use 
disorders, a sedentary lifestyle, unemployment, and social isolation. Looking at 
individual metabolic risk factors, one-half of adults with schizophrenia are overweight, 
one-fifth have significant hyperglycemia, and two-fifths have lipid abnormalities (311). 
Schizophrenia today has become a disorder of more than thought alone. 
 Mitchell et al (2013) recognized that “the prevalence of metabolic syndrome was 
higher for those receiving antipsychotic drugs compared with those who were 
unmedicated” (313); however, an examination of metabolic abnormalities associated with 
different antipsychotic medicines was limited by small sample size for each drug (313). 
Mitchell et al (2013-b) focused their question on the effect of treatment versus 
preexisting risk factors in the development of metabolic syndrome,  
“at the very beginning of treatment in patients with a first episode who have not 
and/or with patients who have never or only very limited been exposed to 
antipsychotic drugs” (296).  
 
That inquiry responded to the assertion that risk factors for metabolic syndrome are 
premorbid among schizophrenia patients rather than the effect of psychiatric treatment 
and, especially, of long-term medication compliance. Of course, nowhere in the annual 
reports for Medfield State Hospital did the superintendent or trustees ever describe 
endemic problems of obesity and diabetes among patients with dementia praecox or any 
other psychotic disorder. Premature death was also not reported within those classes of 
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patient. Mitchell et al (2013-b) did find that one-fifth of first-episode, never-medicated 
patients diagnosed with schizophrenia begin treatment with one metabolic abnormality 
already present, usually smoking cigarettes or poor cardio-respiratory fitness (302). And, 
while those preexisting risk factors for metabolic syndrome were not uncommon (again, 
roughly 20%), “all of these findings are significantly less than found in patients with 
chronic schizophrenia established on medication” (300). Apart from those impairments of 
thought, affect, and perception associated with schizophrenia, a disabling physical 
transformation also takes place today in the bodies of patients who receive ongoing 
psychiatric care. 
 Together on the campus one cold winter day, the Nurse described how the 
lifestyle of patients changed during the 1990s. Medfield State Hospital was her first job 
out of nursing school and she worked there eleven years until it closed in 2003. Her 
excitement to return after some years away was palpable, jumping from one topic to 
another as we walked around the grounds. From an otherwise unremarkable patch of dirt 
on the property a crop of memories would suddenly sprout up.  
“I had two experiences at that little patch of dirt there. Two memories. One, I had 
to pull over and vomit because I was pregnant and I couldn’t hold it anymore. 
And the second was the guy who, he didn’t get me the job, but who told me right 
out of nursing school to come here. He made a pass at me down there.” 
 
Despite feeling “totally flooded” with memories at times, similar to what the Campus 
Cop also experienced, the Nurse instructed me to keep her on topic. She testified,  
“This place obviously means more to me than where I am at now. I felt more here 
like we were actually striving toward getting people better. Getting people closer 
to discharge every day. Motivating. Teaching. And, sure, it happens now but it’s 
just not the right way. We actually worked toward all of that. The treatment plans 
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alone were actually functional. What you wrote down in a patient’s treatment plan 
was something you actually worked on consciously every day.” 
 
 The topic of meals comes up and I check with her about fresh fruit and flowers on 
the patients’ tables, remembering the Last Superintendent’s pride in calling Medfield “the 
only institution that had strawberries twice a week or three times a week for everybody.” 
She gasps hearing this. “Ah, no.” The Last Superintendent’s memories from the 1950s 
and the era of farm programs were long gone. The Nurse told me, “The quality of the 
food could always be better but, of course, it’s not cost efficient, so that’s out.” Her 
analysis begins with the unquestioned bureaucratic tyranny of cost efficiency. Quality 
food is simply cost prohibitive. She then provides a deeper reveal of the ways that 
patients’ everyday habits have changed over recent decades and how schedules of feeding 
and eating, instead of work, organize so much of everyday life in an institution today. 
“The problem lies in the snacks and the snack times available, and the fact that the 
patients have nothing better to do. You had three meals a day here. A snack time 
at 10:00 in the morning, a snack time at 2:00 in the afternoon, and a snack time at 
8:00 at night. Who eats that much?” 
 
 Researchers seem wary to consider the relationships between contextual and 
lifestyle factors, psychiatric medicine, and metabolic syndrome for treated adults with 
schizophrenia. The seriousness of life lost and premature death demands our sustained 
effort to definitively understand any causal ties between metabolic syndrome and 
adherence to prescribed medications. Research tends instead to look for those preexisting 
risk factors of metabolic syndrome that exacerbate after exposure to pharmacologic 
treatment and exist within a larger complex of illness experiences that includes habits of 
nicotine use, idleness and sedentariness, unemployment, impoverishment, social 
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isolation, and homelessness. Researchers seem committed to uphold claims that those 
who become chronically schizophrenic are predisposed to metabolic sickness rather than 
to recognize the ways that treatment, including but not only limited to medications, may 
be assisting in the disablization of its participants. As Mitchell et al (2013) write,  
“Overall, the interplay between genetic predisposition, an unhealthy lifestyle 
characterized by sedentary lifestyle or physical inactivity, a low cardio-respiratory 
fitness, and bad eating habits and induced by prodromal symptom are likely to 
result in a higher susceptibility for metabolic abnormalities and subsequently a 
high cardiovascular risk profile” (302).  
 
Exact causation is evasive and taking responsibility requires courage and incurs cost 
especially when the common denominator for those dying prematurely is their service 
dependence. Challenging the individualist myth that the person’s sickness is the fault of 
his disease means questioning the clinical technologies placed upon and within treated 
bodies to understand how disablizing conditions endure functionally both for the cared-
for sufferers and the paid caregivers.  
 The Nurse spoke openly about her cooperation in lifestyle habits that promoted 
illness in her patients’ lives. In addition to the complicit overfeeding of idle patients, she 
described smoking as an organizing activity in the lives of patients and staff. “At first, we 
were smoking in the buildings,” she told me, letting out a long laugh that reflected how 
much had changed compared to now. The Massachusetts Department of Mental Health 
(DMH) began a Tobacco Free Campus Initiative in 2010 by handing out piggy banks to 
patients to keep all the money they’d be saving without smoking. “Coping without 
Smoking” support groups helped patients think about how emotionally automatic and 
embedded smoking habits had become in their lives.  
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 Today, state-run and private psychiatric units across Massachusetts are almost 
entirely smoke-free. When crisis clinicians tell patients in emergency departments they 
are being involuntary hospitalized, these announcements frequently lead to desperate 
attempts by patients to know if they will be able to smoke wherever they are going. The 
answer frequently tips the balance, setting off a loss of control and sparking sometimes 
violent efforts to leave against medical advice rather than be subjected to treatment 
without the possibility of smoking.  
 “Smoking with patients?” I ask. I have never seen staff and patients smoking 
together.  
“Oh ya! At first, well, at first, you could smoke anywhere. Patients didn’t have 
lighters, legally. I remember sitting on one-to-ones, because I’m a smoker, outside 
people’s bedrooms. Well, you know that little thing in the doorframe where the 
lock latches?”  
 
I know what she is talking about, referring to the strike plate that sits inside a door jamb. 
At least, that’s why the Internet calls it. “We used to flick our cigarette ashes down that 
little hole. Flicking my ashes sitting on that chair.” She laughs again with the absurdity 
that comes from reflecting on a practice no longer permitted but for so long accepted and 
unquestioned as fine. She finishes her story about the end of smoking at the hospital. 
What was at first a no-policy policy of smoking everywhere with everyone became a 
policy of designated smoking rooms segregating staff and patients into smoking times at 
scheduled blocks. “And then it stopped altogether inside, which was a culture shock to 
everybody.” 
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Comparing treatment outcomes cross-nationally 
 Comparisons of treatment outcomes for schizophrenia rely primarily on three 
large-scale, multisite studies — The International Pilot Study of Schizophrenia (IPSS), 
The Determinants of Outcome of Severe Mental Disorder (DOSMD), and The 
International Study of Schizophrenia (ISoS) — referred to broadly as the World Health 
Organization or “WHO Schizophrenia Outcome Studies.” In design, scope, and 
measurement, IPSS, DOSMD, and ISoS are quite different. Anthropologists and 
epidemiologists make clear that no study is ideal and that the limitations of each must be 
acknowledged. As Hopper (1991) writes,  
“The sheer costs and the huge amounts of energy and time demanded make well 
designed prospective studies rare indeed, especially studies that are mindful and 
resourceful enough to take into close accounts the cross-cultural settings in which 
they occur” (302). 
 
People who are familiar with the WHO outcomes studies, or who are at least familiar 
with the ways they get often referenced, will hear summarizing statements about the 
WHO outcome studies that combine findings to claim broadly that treatment outcomes 
for schizophrenia are by far superior in the developing world compared to the developed 
world. These statements tend to overlook important qualifiers, as Sartorius (1992) named, 
that “the number of people with bad outcomes in developing countries… is smaller, and 
in general the severity of symptoms and impairments is less” (83). This section presents 
findings from each cross-national comparison study to highlight a treatment context 
within developed countries that seems to be particularly disablizing to its participants. 
 The first of the WHO studies, The International Pilot Study of Schizophrenia 
(IPSS, 1967-1975), was a large-scale, multisite epidemiological study that sought to 
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ascertain the prevalence of schizophrenia using a sample of 1,202 patients in nine “field 
research centers” (Hopper 1991, 302). Relying on the dichotomy of “developing” versus 
“developed” countries, four of these field research centers were located in developing 
countries (Cali, Columbia; Agra, India; Ibdan, Nigeria; Taipei, Taiwan) and five in 
developed countries (Aarhus, Denmark; London, UK; Moscow, Russia; Prague, Czech 
Republic; Washington DC, USA) (Hopper 1991, 302). IPSS was a hospital-based sample 
of individuals admitted to state-run psychiatric facilities in each research center between 
1967 and 1975. Summarizing the study’s aim, Hopper (1991) writes,  
“These 1,202 patients constituted a period prevalence sample, recruited from 
consecutive admissions to psychiatric facilities and including persons at various 
stages of what could be longstanding maladies” (303).  
 
 IPSS was a milestone in psychiatric epidemiology in terms of understanding 
schizophrenia around the world. Hopper (1991) explains: 
“This study reported for the first time in a design of sufficient scale (number of 
patients) and comparative power (nine societies), using standardized assessment 
instruments  and modern case-finding techniques, the wholly unexpected finding 
that outcome was better for patients in ‘developing’ counties than in ‘developed’ 
countries” (303).  
 
The IPSS also represented a first-time coordinated effort across diverse sociocultural 
settings to identify the diagnostic entity of schizophrenia using standardized instruments 
(Sartorius, Gulbinat, Harrison, Laska & Siegel 1996). Closer review of those developing 
country samples included in IPSS (Sartorius 1992) where substantially higher recovery 
rates for schizophrenia included Mauritius (Murphy & Ramen 1971), Hong Kong (Lo & 
Lo 1977), Chandigarh, India (Kulhara & Wig 1978), Sri Lanka (Waxler 1979), India, 
Nigeria, Colombia, and Taiwan (WHO 1979). Follow-up measurements at five and ten 
164 
 
years verified these initials findings (Sartorius et al 1987; León 1989). Sartorius et al 
(1996) explain that for IPSS participants,  
“Perhaps more telling clinically is that fully half of the patients in the developing 
countries showed a pattern of illness characterized by periods of complete 
remission punctuated by episodic relapses; only 17% of their counterparts in the 
developed world exhibited such a pattern” (250). 
For counterpart patients in developed countries, schizophrenia was largely characterized 
by continuous symptoms and protracted engagement with services. 
Contrasting interpretations of IPSS’ results recognize aspects of the study that 
limit the certainty that people with schizophrenia fair worse from treatment in the 
developed countries. Criticism here also reflects an awareness among the IPSS team that 
by recruiting participants from psychiatric facilities the study might have built a mixed 
sample of participants including “persons at various stages of what could be longstanding 
illnesses” (Sartorius et al 1996, 250). Recognizing the heterogeneity of this sample, 
Sartorius et al (1996) acknowledge “observed differences in pattern of course might have 
therefore been confounded by the mixed nature of the patient cohorts” (250). Cohen et al 
(2008) have called for a reexamination of “the notion that the course and outcome of 
schizophrenia is better in the so-called ‘developing’ countries” (240). These researchers 
assert that significant variations in outcome, especially among schizophrenia patients in 
developed countries, are overlooked. Cohen (1992) previously argued,  
“IPSS suggested, but did not test, three factors that might explain the contrasts in 
prognosis for schizophrenia: (1) differences in structural elements of culture (e.g., 
family structure or socioeconomic features); (2) distinct treatment modalities in 
different cultures; and (3) patients with the same symptomatology may be 
suffering from disorders with different biological bases (WHO 1979, 371)” (53).  
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Cohen et al (2008) maintains his push to “unpack the ‘black box’ of culture” by 
suggesting that 
“clinical, epidemiological, and ethnographic research are required to better 
understand how neuropsychiatric processes and social worlds interact to shape the 
lives of persons with schizophrenia in low- and middle-income countries” (241). 
 
The structural elements of culture also shape the lives of psychiatrically diagnosed people 
in high-income countries like the United States. As this analysis suggests, a reshaping of 
those lives over since deinstitutionalization began has introduced patients to new forms of 
disability within experiences of mental illness characterized by greater overall acuity, 
symptom severity patterns of service utilization, and co-morbid physiological disease. As 
Cohen emphasizes, explanations for these worse outcomes in developed countries should 
not be placed solely on the treatments without also considering the social and cultural 
context in which that care is employed and delivered. That research has suggested we 
focus on the context out there. I argue we ought to also be looking at our own. 
 Determinants of Outcome of Severe Mental Disorder (DOSMD) was a second 
cross-national WHO-coordinated project investigating thirteen geographic areas in ten 
countries (Colombia, Czechoslovakia, Denmark, India, Ireland, Japan, Nigeria, the Union 
of Soviet Socialist Republics, the United Kingdom, and the United States of America). 
The study was based on an initial examination and two follow-up examinations, at annual 
interviews (total outcome measure of two year course) for 1,379 participants. Of this 
initial number, 78.2% completed the follow-up and were reassessed two years after the 
baseline measurement. The participants were unique cases to each research site, seeking 
help for the first time “as close as possible to the onset of the illness” (Sartorius et al 
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1996, 250), and with “practically no previous exposure to psychiatric treatment or care” 
(Jablensky, Sartorius, Emberg, Anker, Korten, Cooper, Day & Bertelson 1992, 92). 
 Unlike the IPSS, which recruited participants from inpatient psychiatric facilities, 
the DOSMD included community-based centers and sites of traditional healing as 
potential sources for recruiting participants. Jablensky et al (1992) estimated “that about 
200 cases eligible for this study would have been missed if traditional practitioners had 
not cooperated in case-finding” (1992, 92). Sartorius et al (1992) explained,  
 “The reason for undertaking the DOSMD study was to examine the possibility 
that patients in developing countries admitted to hospitals were significantly 
different from the totality of patients suffering from the conditions in the 
populations” (82). 
 
Participants were recruited from twelve centers across ten countries, half of which had 
participated in the previous WHO outcome study. Like IPSS, “Again, a distinction was 
drawn between developing centers (Agra and an urban and rural center in Chandigarh, 
Cali, and Ibadan) and developed centers (Aarhus, Dublin, Honolulu, Moscow, Nagasaki, 
Prague, and Rochester, NY)” (Hopper 1991, 303). DOSMD  
“was mounted to subject these original results (of the IPSS) to more searching 
treatment, using the more rigorous design of a ‘treated incidence’ cohort, which 
approaches a more representative sample of patients in the early stages of illness” 
(Hopper 1991, 303).  
 
A majority (60% to 95%) of participants across all sites met official International 
Classification of Diseases (ICD) criteria for a schizophrenic disorder or schizophrenia-
related disorder (paranoid psychosis, reactive paranoid and schizophreniform psychosis, 
unspecified psychosis, alcohol- and drug-induced psychoses with hallucinatory and 
paranoid symptoms, schizoid and paranoid personality disorders).  
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 Over the two years, the researchers observed a pattern for most participants of 
remitting psychosis characterized by a single episode. As with the IPSS, this pattern was 
again most common among patients at study sites in developing countries. Pointing to an 
apparent difference between developing and developed centers, Hopper (1991) explains,  
“A remitting course with symptom-free intervals was seen in nearly two-thirds of 
the subjects in developing counties, compared with only 37% in developed 
counties” (304; Bertelsen et al. 1989).  
 
Figure 47, Old elevator on back ward. Courtesy of Kellan McNally. 
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Jablensky (1992) has explained that the outcome for DOSMD participants in developing 
countries was superior for all schizophrenic and schizophrenia-related disorders. He 
writes,  
“The tendency for a more favorable course and outcome was not limited to acute 
schizophrenic episodes; it was also clearly present in the subset of cases which 
had a gradual or insidious onset of schizophrenia” (93). 
 
 The DOSMD’s findings also pointed to variations between developed and 
developing settings in terms of the course of schizophrenic illness. Summarizing this 
findings, Hopper (1991) writes,  
“In the five-year follow-up study, an episodic course with complete remissions 
between relapses was observed in half the patients in developing countries; that 
pattern was seen in only 17% of their counterparts in ‘industrialized’ countries, 
and nearly a quarter of that cohort showed continual illness” (303).  
 
Schizophrenia patients in developed country settings were characterized as a whole by 
more time spent in a state of incomplete remission from psychosis. These participants in 
developed country settings were also defined as having been “prescribed anti-psychotic 
drugs over longer periods of time than patients in the developing countries” (Jablensky et 
al 1992, 93). 
 Follow-up studies of schizophrenia can be ill-suited to the chronic and episodic 
tendencies of the disorder. Moreover, the trauma of forced treatment — what Minkowitz 
(2007) and others successfully argued is torture to the United Nations Convention on the 
Rights of Persons with Disabilities — so central in the experience of people diagnosed 
with schizophrenia, also spreads distrust and fuels attrition in psychiatric research. 
Sartorius et al (1996) explains how, 
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“In the absence of reliable cross-cultural data on the clinical manifestations of the 
disease over time and the pattern of its course, the search for etiological 
mechanisms and the design of effective interventions are both severely hampered” 
(251).  
 
These challenges pushed for a long-term follow-up study that built off of the research 
infrastructure of the two previous WHO schizophrenia outcome studies (IPSS, DOSMD). 
To do this, a third large-scale, multisite WHO study, the International Study of 
Schizophrenia (ISoS, 1996), included two long-term follow-up cohorts of 2,500 
psychotic-disorder patients assessed at 15-year and 25-year points following initial 
examination. Nineteen research centers across ten country settings (“developed” and 
“developing”) participated in the ISoS, many with prior involvement in IPSS and 
DOSMD.  
 ISoS follow-up measurements revealed how outcome discrepancies between 
participants in developed versus developing settings expand overtime. Even for those 
participants in developing settings with an initial unfavorable outcome (symptom 
severity, repeated hospitalization, and joblessness) went on to display at follow-up points 
gradual improvement. Hopper and Wanderling (2000) write,  
“Over the next thirteen years, subjects with an early remitting course in both 
groups do quite well — with about two-thirds showing recovery in the long run. 
But a delayed secondary advantage is seen in the developing centers with respect 
to subjects whose early course was unfavorable: 42 percent of them (compared 
with 33 percent in the developed centers) go on to recover” (842). 
 
 Peer reviewers have raised questions about “caseness” or whether the WHO 
studies were actually identifying the same diagnostic phenomenon across sites. When 
schizophrenia is broadly defined, incidence was higher in the developing country samples 
than in samples of developed countries. As Warner (1992) explains, “Acute-type illness 
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was four times as common in the Third World samples (40% of cases) as in the 
developed countries (11% of cases)” (87). When schizophrenia was more narrowly 
defined, incidence rates between developed and developing centers became comparable. 
Warner (1992) also wonders if inclusion of broadly-defined schizophrenia participants 
from developing countries diversified the sample with individuals suffering from distinct 
conditions. He writes,  
“It is in the large pool of less clearly defined schizophrenia cases that there may 
be lurking organic and other atypical psychoses with a tendency to acute onset 
and superior outcome” (Warner 1992, 87). 
  
 With the aim of tracking long-term outcomes, ISoS researchers included various 
forms of psychotic disorder to help explain disparate outcomes between developed and 
developing research centers. Hopper and Wanderling (2000) discuss the inclusion of 
individuals from developing countries who might have been sufferers of non-affective 
acute remitting psychosis (NARP) rather than sufferers of schizophrenia. They identify 
NARP as “a psychotic disorder misdiagnosed as schizophrenia with a markedly better 
prognosis that may explain the ‘developing’ advantage” (Hopper & Wanderling 2000, 
840). They go on, however, to challenge conclusions about selection bias in developing 
settings where NARP individuals were supposedly misclassified as schizophrenia cases 
by pointing out that, “Recovery rates for non-NARP subjects in the developing centers 
are 52 percent, as compared with 38 percent in the developed world” (Hopper & 
Wanderling 2000, 840).  
 Whatever the label, schizophrenia or otherwise — all three WHO studies show 
that these treated patients in developed countries did worse. For the IPSS, the DOSMD, 
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and the ISoS, recovery rates (clinically defined) across all variant forms of schizophrenic 
disorder were higher among participants in the developing countries. The “astonishing 
finding” (Bertelsen 1989) of the WHO studies is that beginning with a similar set of 
behaviors and experiences called schizophrenia, not all clinical, socio-economic, and 
cultural contexts arrive at the same outcome as consistently occurs in treatment settings 
of the developed West. Re-thinking clinical assumptions about what it means to be 
symptom-free, recovered, and well draw researchers in closer to what Hopper (1991) 
calls “fine-grained narratives of recovery” (314). This sort of “micro-anthropology” in 
clinical work (Hannerz 1986) would highlight “the myriad of environmental and other 
psychosocial factors interacting with the person and the illness” (Harding, Zubin, and 
Strauss 1987, 483) and that make specific kinds of recovery salient and workable within 
different sociocultural settings. 
 Poor outcomes for schizophrenia patients in developed countries exist in relation 
to the broader social, cultural and economic contexts in which that treatment is held. A 
focus on structural factors might be more useful to understanding the outcome for 
patients in developed settings, including metabolic syndrome, than attempting to classify 
Western schizophrenia as being particularly hard-wired or treatment-resistant. Like 
historical comparisons between the patient-workers of the state hospital era and 
disablized patients of care in the community institution today, the WHO cross-national 
studies also challenge us to see the experience of severe mental illness as contextually 
varied rather than uniformly and naturally born of the illness itself. As Hopper and 
Wanderling (2000) recall,  
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“Where welfare states offer reasonable stipends (in the form of disability 
payments) to persons certified as ‘disabled,’ the spur of necessity is blunted and 
motivation to work may suffer” (840).  
 
McNally and Freuh (2013), their research with US veterans with PTSD, also track the 
precipitous drop in mental treatment for patients once paid disability benefits begin. 
Apart from socioeconomic factors — like chronic joblessness or housing insecurity, 
which seem central to conditioning poor, chronic outcomes among desperate patients in 
developed country settings — local beliefs about what it means to be ill and diagnosed 
also merit consideration. Speaking to the role of culture in constructing meanings of 
illness, Hopper (1991) explains,   
“How one reconciles oneself to (even sets oneself apart from) the disorder, 
revamps, one’s notion of who one is, redraws the shores of things hoped for, 
copes with unpredictability, seeks safe haven, renegotiates relationships, 
understands a relapse, and comes to terms with the suffering and loneliness such 
lives are so often fraught with — each or them a central ingredient to recovery - 
are becoming common questions” (319). 
 
As Hansen, Bourgois and Drucker (2014) have written,  
“In the context of poverty, using disability and illness to gain benefits can be 
interpreted at the street and family level as a marker of competence and social 
responsibility, or at least as a viable harm reduction strategy in a post-welfare 
state that offers few alternative solutions to unemployment” (81). 
 
Respect given in local cultural contexts for those who now survive quietly with these 
minimal subsidies in place becomes a new source of pride as it anchors self-perceptions 
and potentialities from inside expert-imposed illness categories. 
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Harmful caregiving  
 At points during her interview, the Nurse would act out disagreements with her 
coworkers as if they were right there with us. Her voice toggled between perspectives, 
arguing with other nurses over whether a patient on a safety watch should be allowed to 
shave her legs. In one scene, another nurse on the shift gets wishy-washy about setting a 
firm limit with a patient, and the Nurse jumps in and does it on her own.  
“I had a patient chew and swallow a razor on me because there’s no limits. She’s 
on a one-to-one. Why are you on a one-to-one? She can shave. Ah, no you can’t. 
You’re on a one-to-one for a reason. Tell her no. Do you know the nano of a 
second it takes to pull a razor blade? You can’t stop that and I’m not grabbing a 
flat blade from her mouth. I’m just not doing it. The answer is no. Well, if we tell 
her no then… Ok. We’ll deal with it. That’s what we’re here for.” 
 
The Nurse stressed a belief that psychiatric patients have become increasingly violent and 
self-harming because professional caregivers no longer have expectations for them.  
“Yes, they’re adults. Yes, some of them are more functioning than others, which 
is why the rules have to be different for everyone else, but they clearly stopped 
learning somewhere in life. Borderlines, they never had it, probably, and because 
of their history or their abuse, it is just complete and utter chaos in their brain and 
in their life. But it’s not too late to help a nineteen-year-old learn something, and 
we don’t."  
 
These layers of inner dialogue bring the tensions of her work into our walk together 
around the campus. After a comment on the tedious work of tracking the “tweak-too-
much” prescribing practices by doctors, she explains how her nursing is as much about 
teaching patients with the potential to learn as it is about helping them resist the 
rehabituating force of institutionalization, so set on producing patients who are wholly 
disabled. The way that she misses Medfield State Hospital suggests that the efficacy of 
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treatment and the effects of disabilization are worse now than at the start of her career. 
She explains,  
“Clearly we had people coming back after discharge — frequent flyers — but I 
can tell you for the population of people we had coming back here versus now, 
treatment worked better then. The treatment that we used to do, the treatment that 
I believe in, it worked better then because it didn’t pacify them, it showed them a 
new way of life, a new way of living, and a way that was real. These people today 
don’t know how to balance a check book. They don’t know how to go to an ATM. 
They get discharged and they are like a criminal who has been in prison for sixty 
years and they just need to go back because that’s where they’re comfortable. 
Institutionalization is one hundred percent correct and it is our fault. It is our fault 
that these people are made to feel comfortable here.” 
 
She knows I am a social worker and almost seems to be apologizing for the level of 
disability among patients today that she imagines I also encounter in my work. 
Figure 48, Basement break-ins. Courtesy of Kellan McNally. 
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“The problem is you are fighting an uphill battle because you’re not getting what 
you should be getting. You should be getting a person that is able to do the basics. 
Even self-care. You need to shower at least once a week, people! Can we at least 
start with once a week? We don’t enforce showers. We can’t make people shower. 
People were made to shower before. You’re not going out. Now that’s a threat. 
You can’t threaten them. It’s their right to go out on privileges if they earn their 
privileges. Well then they haven’t earned their privileges if they haven’t 
showered. Change it. No. You can’t go on your privileges. You didn’t go to 
program. Program, groups, which are all part of treatment. So you get them and 
they are already behind the eight ball because we have done nothing.”  
 
 An illustration of chain-referred participation, the Groundskeeper introduced me 
to the Former Security Officer, a person for whom the hospital was a deep well of 
fascination. He worked for several years patrolling the decommissioned campus at night 
before the town purchased the property from the state and ended his security contract. He 
remembered chasing teenagers away a few times at night but said his job was mostly 
reporting back to the state’s Division of Capital Asset Management and  
Maintenance (DCAMM) when an act of trespassing required boards on basement 
windows to be replaced. Thrill-seekers and ghost hunters at Medfield State Hospital seem 
to always pry the boards off basement windows. This lets them slip in quickly but also 
maximizes the overall intensity and dampness of the experience.  
 The Former Security Officer’s comments revealed his complicated engagement 
with the hospital’s history. He explained,  
“I don’t think the doctors were ever out to inflict pain on these people. They 
thought they were doing the best for the patients. You look back on treatments 
from the twenties and thirties and they talk about how barbaric they were, but at 
the time that was the cutting edge. Lobotomies then psychopharmacology. They 
talk about how all this stuff we are doing now is cutting edge and the best 
treatment but that’s what they’ve been saying all along and as time goes on they 
talk about how things in the past were inhumane. History, it’s a vicious cycle.” 
 
176 
 
Statements about advances in treatment that flatly celebrate “how far we’ve come” mask 
the painful stagnation described by so many in community psychiatry today. That 
stillness and stuckness — the inner restlessness that populates a landscape stripped of 
meaningful opportunity — also signal the functions of a welfare system that relieves its 
society’s poverty just enough by carefully producing certain kinds of sick and sedated 
bodies through repeating episodes inadvertently harmful care. That stagnation is felt 
among the ineffective caregivers who also want more for the people they support but 
can’t seem to find the levers that would actually make a difference. Compared with 
treatment settings far away and compared against itself from an earlier time, today’s logic 
of individual responsibility, used to explain why so many find themselves sick and 
disabled, does not hold up. The mental illness of here and now compared to there and 
then is different. In the early decades of state mental hospitals, work was abundant and 
the patients’ readiness for it was not questioned. It is not for me to say if that early work 
of the industrial therapy programs or the hospital farm was meaningful. It was forced and, 
unpaid, it was slavery. I can say, though, that today’s endless project of teaching 
sensitive, capable, and creative people to cope with the enduring idleness of forced 
disability, of waiting, of their bodies changing, is hard and weird work that becomes even 
more confusing in contrast with the history of hard work done before by the state hospital 
patients. It seems that caregivers and sufferers together are able to expect more.  
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CONCLUSION  
 
 Notes from a field visit. I leave work a bit early, a slow afternoon for the crisis 
team, and race over to the hospital to try and meet people before the sun goes down. It is 
the end of September, two years into fieldwork, and the place feels even emptier tonight 
now that the schools are back in session. There are open fields near the hospital property 
Figure 49, Cut limb. Courtesy of Kellan McNally. 
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that youth soccer league uses and, off in the distance tonight, I hear the muffled cheers of 
parents and grandparents and a referee’s whistle. I remember these sounds from when I 
played soccer, before my dramatic break up with this sport. I stormed off the field, got 
home, dug a hole in the backyard and lit my jersey on fire with lawnmower oil from the 
garage. My parents didn’t push me to play soccer after that. People can feel somehow 
safer in places like hospitals compared to their circumstances out there, and I felt safer in 
fieldwork that night on the grounds safer than I had felt growing up on that other distant 
field.  
 Walking around the campus I count only a few women with dogs. I realize I am 
starting to look for the same people after seeing them on different nights. For example, 
there is a mother who walks with her adult son. They are not there tonight. He is maybe 
thirty years old and tiptoes with rigid legs and limbs whenever they walk around the 
campus together. This kind of toe-walking can be a feature of categories like cerebral 
palsy, muscular dystrophy, physical trauma, and autism. Seeing this mom and son 
together makes me wonder if she thinks about the life her son could have had, maybe 
here, were she not at his side. 
 Deinstitutionalization was about moving care from unnecessarily isolating and 
restrictive environments like state hospitals into community settings so that people with 
disabilities are included as the full members of society. It is supposed to end 
discrimination. In Massachusetts, state initiatives like the Family Caregiver Support 
Program ostensibly hire and then pay qualifying family members over the age of fifty-
five and who live with a disabled relatives to care for that loved one. These programs 
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help to prevent long-term institutionalization in hospitals and residential settings for 
disabled adults. Paired together with home care benefits through Mass Health and other 
community-based clinical services in the Department of Mental Health (DMH) or the 
Department of Developmental Services (DDS), people receive support while they are 
diverted away from high-cost care settings like hospitals, nursing homes, and residential 
programs. The times I have seen the mom and son, they make quick and focused laps 
around campus at a pace that dissuades me from just strolling on up and asking them to 
talk. Not singling someone out because of an apparent difference, even in ethnographic 
instances, is part of what it means to be an equal member of a deinstitutionalized society. 
  
Complicating histories 
 Participants’ stories complicated commonplace understandings about the meaning 
of mental illness and the history of deinstitutionalization. Three plus years of part-time 
ethnographic fieldwork mixed with full-time clinical practice also complicated my 
caregiving. Beliefs that were already not straightforward are even more knobbly now. 
Opening up the hospital’s living record through interviews on the grounds with people 
intimately connected to the space confirmed the value of questioning that which becomes 
taken for granted.  
 In Chapter Four, Sick and Able, stories and statistics of patient-labor complicated 
current beliefs about the naturalness, fixedness, and hardwiredness of unemployability in 
the lives of so many who receive psychiatric diagnoses today. The history of patient-
workers is also a story of the ways that work was therapeutically conceived and how 
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adjacent treatments like hydrotherapy were employed to construct specific gendered 
forms of worker in the bodies of state hospital patients. Chapter Five, Active to Idle, 
Docile to Dangerous, tracked the transformation of perception and meaning that beset the 
patient-workers after the industrial therapy programs ended. Participants’ memories 
revealed the ways that sudden idleness affected everyone’s habits and experiences in the 
hospital, hardening the boundary between the town and the hospital, and prompting the 
institution to employ new chemical treatments that sedated agitated patients so they could 
be discharged. Chapter Six, Sickfare and Disabilization, follows the history of 
deinstitutionalization beyond the state hospital and into the institution of “care in the 
community” that serves psychiatric patients and employs psychiatric caregivers today. 
This chapter frames reforms of welfare over the last thirty years in relation to 
deindustrialization and a doctrine of individual responsibility now enlists and shapes 
certain forms of suffering in the community so that people without other alternatives to 
unemployment can receive basic survival subsidies. Through psychiatric suffering and 
the metabolic impacts that accompany these designations, sickness is perpetuated within 
treatment contexts overwhelmed with chronicity and structurally devoid of opportunities 
that might otherwise initiate thriving.  
 
Inside the category 
 After six years on the crisis team, I decide I need to change my location in the 
field again. I become the clinical director for the team only four years after starting. I am 
told that it is because of my skill and ability. It is also because of a system of professional 
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advancement in community mental health that I jokingly called “promotion by 
elimination” when I accepted the position. That work became more administrative and 
challenging in unenjoyable ways and I decided to find work in a community health center 
as a clinical social worker in the outpatient clinic of a behavioral health department.  
 The people I meet with today, who receive disability benefits and are 
unemployed, might have lived years in places like Medfield State Hospital if born just a 
few decades earlier. Living in the community, they survive on about five dollars at day 
after the expenses of rented rooms, phones, and public transportation cards get paid out. 
The money left goes toward reduced fares for disabled riders or is lost to drinking. 
Alcohol might work better than medicine at immediately quieting intense feelings of 
personal shame except it then compounds problems of physical health, wears away at 
social networks, and entrenches isolation. As we sit and talk, their stories about cold 
convenience store turkey sandwiches purchased with SNAP (Supplemental Nutrition 
Assistance Program) benefits hit up hard against those memories of fresh strawberries on 
the hospital tables told to me by participants. Two or three hours of month talking, 
checking-in, break up what is otherwise never-ending waiting for these men.  
 It is 4:45pm one afternoon at work and my desk phone rings. I pick it up and hear 
the slurring sound of a familiar voice. It is someone I meet with maybe twice a month, 
not calling to confess drinking, rather, to declare, “Listen to me, Kellan. Just listen to me. 
I mean it. I am going to complete something in my life. For once I am going to do it. 
School. Something.” There is nervous courage in his voice but also defensiveness as if he 
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is calling my bluff, challenging my complicit participation in his perpetual disablement. 
He ends the call abruptly. 
 Some days later, around Christmas, I am sitting in one of the group therapy rooms 
with another man, disabled by sickness and decades of alcohol use. Tangled strands of 
diagnosed bipolar disorder, depression with psychotic features, and PTSD wrap around 
high blood pressure and chronic bowel issues. Alcoholism makes them all light up 
brighter. Two steady weeks of drinking since the first of the month, today his nose is red, 
his skin blotchy, and he is embarrassed. He tells me that he is hiding from people who 
react to his appearance with questions about his wellbeing. Aware of my similar concerns 
he tells me,  
“I would never kill myself but I really feel sick, like something is wrong with me, 
like my life is winding down. And it’s sick that I am okay with that. That’s not 
normal.” 
 
 He tells me how I recently appeared in one of his dreams to say, “Someday you 
will realize there is nothing wrong with you.” This amazes me because it almost sounds 
like something I believe. I do say, and will keep saying, to people that I am less interested 
in the question, “What is wrong with you?” and more interested in questions like, “What 
happened in your life?” or maybe “What happened to you?” An even better questions, I 
am learning, is, “What is wrong with us?” I offer “mental injury” as an alternative to the 
category of mental illness but that reframe is difficult, especially for someone whose 
basic survival has become subsidized by links to the label of permanent cognitive disease. 
“It’s hard for me to believe that my life is this way because of things that happened when 
I was little,” he continues. Perhaps a question like, “How did you come to believe 
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something is wrong with you?” would invite more conversation about the formative 
process that make a person mentally ill. My appearance in his dream makes me question 
if I am doing more harm than good in trying to undo these institutional processes of 
harmful care.  
 Suffering is not performance or pageantry even when disability benefits are tied to 
it. That suffering is not somehow less painful because a state institution annually tests 
those who receives benefits to prove that the pain is still there. Threats to strip away 
someone’s survival subsidy only makes the pain that much realer. As the philosopher Ian 
Hacking (1995) urges, thing are real even if they are created in a social context. 
Moreover, the “looping” relationship between illness categories and experiences inside 
those categories, that Hacking illustrates, should invite those placed within those 
descriptions to speak about their perceptions of the science presented. People should be 
asked how the ideas they are taught and treatments they receive agree and disagree with 
them and why. 
 Psycho-education has become a standard of good mental health care today. Its 
practice involves helping patients learn and understand the features of those diagnoses 
they have been given so that when symptoms come back again their effects on 
functioning can be minimized as much as possible. For people in crisis and early to 
treatment this curriculum is often delivered in group settings, like classrooms, where 
patients learn the skills of self-care. The inpatient patients also learns that by properly 
managing the symptoms of their newly discovered illnesses future hospitalizations can be 
avoided. Symptom flashcards and vocabulary words like decompensation and triggering 
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help people realize that the collective and relatable social suffering with which they felt 
they were afflicted is actually a distinct and sophisticated illness that only some people 
also have and that from now on they will talk about almost only in private. The illness is 
stigmatized so you won’t want everyone to know about it. Managing its complexity is 
hard work that requires skill, mostly your own and something the expertise of others. 
These psycho-educational practices teaches sufferers what it is going to be like inside the 
category. 
 Family therapists like Harlene Anderson (1996) have described the confusing 
effects of diagnosis in local cultural contexts where, in the absence of other work, self-
care is rewarded and instability is scorned. She writes, 
“Another concern is the strong effect labeling might have on the forming of the 
labeled person’s future. One woman who had been hospitalized at a mental 
hospital for a year finally came to family therapy. Besides herself and her family 
and the family therapist, the doctor-in-chief at the hospital and her nurse contact 
at the ward were present. When she was asked if she had been given any 
diagnosis, she said: ‘a manic-depressive psychosis.’ When she was asked is that 
diagnosis made any difference, she said it changed her life. She could no longer 
laugh and be happy nor be sad and cry, because she could see on the faces of 
those around her that they thought she might go manic or she might become 
depressed. She therefore had a new inner voice speaking to her all the time; 
‘Don’t be happy and don’t be sad. Don’t laugh and don’t cry!’” (Anderson 1996, 
124). 
 
The effects of such labeling are both isolating and infirming. As Kenneth Gergen (1990) 
observed,  
“As the language of psychological deficits has expanded, so have we increased 
the culture’s hierarchies of discrimination, damaged the naturalized patterns of 
interdependence, and expanded the area of self-deprecation. In effect, as the 
language of deficit has proliferated, so has the culture become progressively 
infirmed” (Gergen 1990, 361). 
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 Mental health practitioners can do more to help the people who consult them 
retain awareness of and realize the social structures and historical contexts in which 
clinical ideas, terms, and treatments exist. Holding and using that knowledge seems 
critical to an actual process of informed consent. Separate, then, from the standard of 
psycho-education is a kind of psycho-systems-education that orients people to broader 
context in which diagnosis exists. For the professional helpers, like me, structural 
competency trainings focus on building knowledge of social structures, structural 
violence, structural vulnerability, implicit and explicit bias, processes of individualization 
versus collectivization, and cultural frameworks at play in clinical care (Neff, Knight, 
Satterwhite, Matthews, Nelson & Holmes 2017). For the patients, often by the time they 
come into treatment — or are forced into treatment — the courage to speak about the 
impact of structural forces has been so flattened within the local cultural context 
uninterested in hearing why someone isn’t making it on his own without a damn good 
explanation. Answers of illness (“What is wrong with you?”) and injury (“What 
happened to you?”) do the most social work for people today, and attempts to name 
external impediments and injustices get reduced to just being lazy. Maybe the question 
“What is wrong with us?” deserves its turn. 
 Uncovering this history of patient-labor — forced, active, and skilled work done 
by psychiatric patients — in state mental hospitals raises questions about replicating 
aspects of that system in this current era. The work and shelter guaranteed with admission 
to the state mental hospitals before the 1960s can resemble at first the exploitation of 
incarcerated bodies enslaved today in America’s prison institution today where work is 
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forced and pay is either unfair or absent altogether. The stories from Medfield State 
Hospital of working patients forced into idleness by larger structural changes in 
American society after 1960 invite a different comparison. Locking suffering people 
away in brick institutions was never the right thing to do. Diagnosing sickness in the 
suffering of people who live without opportunities to better themselves and to provide 
lovingly for others is also wrong. Everyone’s life is better when meaningful activity and 
safe, permanent shelter are provided. Giving people a very little bit of money every 
month provided they proof they desperate enough to willingly subject themselves to 
chemicals and treatments that are (part) of significantly shortening life is wrong.  
 Ethnographic researchers can help by describing what makes activity meaningful, 
how meaningfulness makes a difference, and who gets meaningful activity in their lives 
and who does not. Clinicians can help by moving their practices from coping skills to 
systemic change that restore the healthcare’s commitments to valued and meaningful 
activity as a pillar of good health. Without real compensation for work done that 
contributes to community and inspires  the person doing it keep going, mental health 
practitioners will continue to work on symptoms “downstream” without the systemic 
change needed the remedy what is pushing people in “upstream” (). Without changing 
economic and social determinants of health, “frequent flyer” and “revolving door” 
healthcare will perpetuate careers in recurrent suffering and episodic caregiving. 
 Clinician can be taught to see the suffering of the people they support as 
structurally conditioned and historically situated rather than naturally manifested and 
genetically fixed. Ethnographers and clinicians gather the stories of people who describe 
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their everyday experiences of deadening idleness in their lives. Kim Hopper (2008) again 
suggests how these fine-grained narratives, in the case of his work with homelessness, 
must then serve those competencies beyond micro-level of individualized care and one-
to-one interactions. He declares,  
“I know a lot about surviving on the streets. I don’t know very much about 
financing large-scale public housing at all. But I think the second competency is 
what’s needed to fundamentally address thing problem in any kind of long-term 
or lasting fashion.”  
 
Hopper (2008) refers to homelessness as the embodied statement of an unmet need, and 
the same can be true of joblessness if by “job” a stake is claimed to meaningful and 
voluntary activity that is, first, fulfilling for the person doing it and, then, valued by the 
society.  
 The topic of work promises to stay at the center of healthcare debates and reforms 
in the years ahead. In January 2018, the Centers for Medicare and Medicaid Services 
(CMS), which insures the healthcare of over one-hundred million people in the United 
States, issued a policy statement allowing states “to test incentives that make 
participation in work or other community engagement a requirement for continued 
Medicaid eligibility.” As of March 2019, fifteen states (Alabama, Arizona, Arkansas, 
Indiana, Kentucky, Michigan, Mississippi, New Hampshire, Ohio, Oklahoma, South 
Dakota Tennessee, Utah, Virginia, and Wisconsin) had waivers either approved or 
pending to implement work requirements for Medicaid recipients (NASHP 2019). In its 
statements, CMS articulates a belief that work requirements “promote better mental, 
physical, and emotional health” and “help individuals and families rise out of poverty and 
attain independence.” The policy also cites research supporting the benefits of 
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“productive work” on mental health, life expectancy, and high cost medical expenses like 
rates of hospitalization (Bartley & Plewis 2002; Chetty, Stepner, Abraham, Lin, Scuderi, 
Turner, Bergeron & Cutler 2016; Waddell & Burton 2006; Van der Noort, Jzelenberg, 
Droomer & Proper 2014). The statements repeats the phrase “productive community 
engagement” with no mention of the word “meaningful.” “What do you do for work?” is 
still the question that seems to matter most and “Are you happy with the work you’re 
doing?” gets very little play.  
Correlated to incidence of schizophrenia, Warner (1985) has argued that 
unemployment rates offer population-level prognoses for mental illnesses and predict 
how chronic and disabling those conditions might become. An unemployment rate is at 
best a blunt tool for measuring the fulfilment and overall joy a person might find through 
work. Maybe some people live to work and other people work to live, but figuring out 
which one you are or which one you aspire to be isn’t such a simple choice. For an 
increasing number of people just living is work itself.   
 Let’s wander away from the institution and see what explanations appear beyond 
the medical model of natural causes to explain this. What will we learn outside the 
category and once the chapel bell of bad genes and broken brains fades too far for our 
ears to hear? We slip into the neighborhood nearby and a child playing in the grass 
invites us to sit with him. His mother watches from the kitchen window. She waves and 
smiles and then turns away to make the call. In the boy’s lap, plastic men fight each 
other. Without looking up he explains that the world is a place of bad people who will let 
you hurt so long as they feel good. They give you a bit so long as they get the rest.  
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He suddenly drops the hero from his left hand and it lands on the grass as car 
doors open behind him. Two men step out of a police cruiser at the foot of the driveway 
— no lights, no sirens — and the boy’s eyes widen. He stands up and walks toward them. 
The officers wave to us and smile as they walk across the yard, and we know it is time to 
go back, just in time for supper.  
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